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I was immediately drawn to this essay topic because of my past work with people on 
in-patient wards who hear voices. Many of these people were diagnosed with 
schizophrenia and therefore their voices classed as ‘hallucinations’, yet when working 
with them I was very aware of how real these voices were to them and the distress 
their voices often caused. My experience has been limited to in-patients diagnosed as 
mentally ill therefore I was eager to learn about how their experiences of hearing 
voices were similar or different to the experiences of voice hearers without a diagnosis 
of mental illness. I also wanted to research methods of helping people to understand 
and cope with their voices to inform my clinical practice.
In this essay I will provide a brief explanation of the psychiatric definition of ‘auditory 
hallucinations’ and the implications this definition has upon the conceptualisation of 
this experience as ordinary or abnormal. I will then attempt to illustrate, through 
analysis of relevant research, how hearing voices can be conceptualised as existing on 
a continuum of experiences from ordinary to abnormal/pathological. A discussion of 
the implications such a concept has upon the work clinical psychologists conduct with 
voice hearers will follow. Research into the specific aspects of voice hearing that 
cause distress and the underlying causal factors of these, will be examined. With 
reference to these research findings, ways of reducing distress felt by individuals who 
hear voices will be discussed.
I am interpreting ‘ordinary’ to mean non-pathological and commonly occurring. 
Therefore, I will be discussing voice-hearing experiences of people without a 
diagnosis of a mental illness and what differentiates these experiences from those of 
people with such a diagnosis. I will not be discussing voice hearing experiences 
caused by alcohol or illicit drug abuse, sleep deprivation, sensory deprivation, high 
altitude and other such anomalous occurrences as these are not part of the ordinary 
human experience.
THE PSYCHIATRIC DEFINITION OF AUDITORY HALLUCINATIONS
Within the bio-medical framework, ‘auditory hallucinations’ are defined as First Rank 
Symptoms, a term first described by Schneider (1957, cited in Thomas & Leuder,
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1996, pp.215). Schneider proposed that the existence of one or more of these 
symptoms indicated a diagnosis of schizophrenia. “First rank symptoms include three 
types of auditory hallucinations: hearing voices speaking your thoughts out loud; 
hearing two or more voices arguing or having a discussion about you in the third 
person; hearing one or more voice carrying on a running commentary about your 
thoughts or actions” (Thomas & Leudar, 1996, pp.215). These are used to describe 
the characteristics of auditory hallucinations in diagnostic symptoms such as the ICD- 
10, which are taken by psychiatrists as evidence of mental illnesses such as 
schizophrenia, schizo-affective disorder and organic brain disorders. Indeed 60 to 75% 
of people diagnosed with schizophrenia hear voices (Slade & Bentall, 1998, cited in 
Leudar et al, 1997, pp.885). “The voice hearer “hears” and interacts with voices that 
no one else can hear, a violation of rules for natural, common sense perception and 
social interaction” (England et al, 2005, pp.58). Therefore it is unsurprising that the 
conceptualisation of hearing voices as a sign of mental illness has been widely 
accepted by society.
The definition of hearing voices as ‘auditory hallucinations’ by the psychiatric 
establishment “implies an intrinsic confusion -  something subjective is wrongly 
experienced as ‘real’ -  but in fact most voice hearers are not confused in this way... 
the term tinges it with a logically intrinsic pathology where there may be none” 
(Leudar, 2001, pp.256). Therefore the term ‘auditory hallucination’ ignores the 
meaning of the experience to the voice hearer. As one voice hearer speaking at the 
Manchester Hearing Voices Group Conference in 1990 commented: “It’s an 
experience that I have, and it’s real” (Romme & Escher, 1993, pp.31).
VOICE HEARING EXPERIENCES IN NON-CLINICAL POPULATIONS
There is now a growing body of research that indicates people who are not diagnosed 
with a mental illness also experience hearing voices. Posey and Losch (1983, cited in 
Posey, 1986, pp.530) found 71% of their sample of 375 college students had at least 
one brief experience of hearing voices. They also assessed 20 participants who 
reported a variety of verbal hallucinations for symptoms of psychopathology as 
measured by the Minnesota Multiphasic Personality Inventory (MMPI) and asserted
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that these two factors were not related. However, they did not compare these scores 
with MMPI scores from a matched sample of non-voice hearers so this conclusion 
may be unsound (Barrett & Etheridge, 1992).
Using a similar verbal hallucination questionnaire to that used by Posey and Losch 
(1983, cited in Posey, 1986, pp.530), Barrett and Etheridge (1992) found between 30 
and 40% of 586 college students had experienced hearing voices and that the rates of 
these reports across individuals for different types of voice hearing experiences were 
similar to those found by Posey and Losch. Barrett and Etheridge found no 
relationship between social conformity and the reporting of hearing voices, and 
concluded that the reports of voice hearing experiences may actually be an under 
estimation. A comparison of voice-hearers’ with non-voice hearers’ MMPI scores 
revealed no differences, indicating that reports of hearing voices were uncorrelated 
with psychopathology. These findings led the authors to conclude “all hallucinations 
are most profitably viewed as lying on a continuum of perceptual-like experience and 
are not, in and of themselves, indicative of a mental disorder” (Barrett & Etheridge, 
1992, pp.386).
Laroi and Van der Linden (2005) found 25% of 236 non-clinical participants had 
heard voices and compared this groups’ voice hearing experiences to those of people 
diagnosed with a psychotic mental illness. This revealed similarities between the two 
groups in terms of high rates of frequency of voice occurrence, low levels of control 
over them, negative affective responses to them, personal salience of the voice and 
occurrence of the voices in the context of a stressful life event. The authors did not 
include a clinical comparison group in their study but provided comparisons with 
published research on clinical populations; therefore these generalisations should be 
treated with caution. However, they point to important similarities between these two 
groups and support the existence of a continuum between mental health and mental 
illness by showing that the voice hearing experiences of the mentally ill and the 
mentally well are not qualitatively different.
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THE CONCEPT OF A CONTINUUM OF MENTAL HEALTH/ILLNESS
The studies discussed above indicate that hearing voices is not necessarily a symptom 
of mental illness. Hearing voices may be considered ordinary in that a significant 
minority of people not diagnosed with a mental illness have these experiences; 
however, a significant majority of people diagnosed with a mental illness also hear 
voices. It appears that “[individuals range from the conventionally ‘normal’, through 
various shades of eccentricity, to those who experience severely distressing psychotic 
experiences. Thus the distinction between signs of mental illness (i.e. symptoms) and 
the expression of human individuality (i.e. traits) becomes blurred.” (Division of 
Clinical Psychology, 2000, pp. 18).
The existence of a continuum of mental health/illness has implications for the way a 
clinical psychologist constructs a formulation of peoples’ experiences. It implies that 
it is more important to look at individual experiences rather than a diagnostic 
category. It also highlights the importance of placing these experiences in the context 
of how the individual feels about them, e.g. whether they are pleasurable or 
distressing, rather than pathologising them.
Adhering to a strictly diagnostic system of classifying voice-hearing experiences as a 
sign of psychosis has consequences for clinical treatment. Perhaps one of the most 
serious is that people who hear voices may be misdiagnosed as having schizophrenia. 
Although other symptoms must be present for a diagnosis of schizophrenia to be 
made1, Romme and Escher (2000) found that the way voices are manifested does not 
distinguish between schizophrenia and affective disorders and therefore cannot be 
used as a basis for diagnosis. Possible misdiagnosis based upon the presence of 
‘auditory hallucinations’ may explain why many people diagnosed with schizophrenia 
fail to respond to neuroleptic medication (Thomas & Leuder, 1996) and the variability 
of the outcome of such a diagnosis. It also explains the heterogeneity of schizophrenia 
and the “difficulty in validating the concept” (ibid. pp.216).
1 Such as disturbances o f thought and language, and affective and behavioural disturbances.
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A “dimensional rather than categorical model of mental disorder” (Bentall, 1990a, 
pp.33) would be congruent with the research findings that point towards a continuum 
of voice hearing experiences and allows for the individual’s appraisal of their 
experiences to be accounted for. This would enable treatment to be individualised 
according to where peoples’ experiences lie on a dimension rather than a blanket ‘one 
treatment fits all’ approach. Romme and Escher (2000) provide a useful explanation 
of the distinction between these two approaches: “Social psychiatry deconstructs the 
illness into various symptoms and starts with interventions orientated towards these 
complaints. Clinical psychiatry constructs an illness from the symptoms and its initial 
interventions are orientated towards the illness” (ibid. pp. 16). A dimensional view of 
psychosis can be more normalising and therefore less stigmatising than a categorical 
distinction because it implies varying levels of psychological distress and does not 
equate the individual as one and the same as an illness (as implied in the description of 
someone as ‘schizophrenic’) (Johns & van Os, 2001). “If all symptoms are seen as 
the consequence of disease, it rules out the possibility that illness may be a 
consequence of not being able to cope with a specific problem” (Romme & Escher, 
2000, pp.23) and thus these specific problems may not be targeted for treatment.
The concept of a continuum of mental distress is concordant with my experiences of 
working with people diagnosed with paranoid schizophrenia. Each person had various 
problems of varying severity; therefore it has always struck me as nonsensical to 
group these people together under one category. The categorical view of mental 
illness frustrated me both as a Nursing Assistant and when working one-to-one with 
clients as an Assistant Psychologist because it denied the clients their individuality 
and implied that one treatment method (usually psychotropic medication) would work 
to reduce symptoms in each of them, which invariably was not the case. I have found 
it heartening to read literature and research that supports a dimensional view of mental 
distress and this has strengthened my conviction in it. Further, this has increased my 
confidence to put forward this view when working within a multi-disciplinary team.
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DIFFERENCES BETWEEN ORDINARY AND PATHOLOGICAL 
VOICE HEARING EXPERIENCES
The differentiation between who is diagnosed as mentally ill and who is not, may not 
be the hearing of voices per se but the distress this causes and how this distress is 
coped with. “[C]ertain features of voice hearing lead to the unfolding of symptoms, 
perhaps one by one, until a critical threshold for illness is reached and treatment 
becomes necessary” (England et al, 2005, pp.67). What these features of the voice 
hearing experience are and how this affects the individual in terms of their coping 
mechanisms and amount of distress felt, will now be examined.
Voice hearing is a multi-dimensional phenomenon and various aspects of it affect the 
power and content of the voices, which in turn affects an individual’s emotional 
response to them and the control they have over them. It has been argued that how an 
individual feels about themselves and especially themselves in relation to others, 
affects these latter stated factors.
Birchwood and Chadwick (1997) in their cognitive model of voice hearing, claim “the 
meaning attributed to [the voice] governs the ensuing affect and coping behaviour, not 
voice activity itself’ (ibid. pp. 1346). Their study of 62 voice hearers diagnosed with 
schizophrenia or schizoaffective disorder, revealed that voice topography (frequency, 
loudness and clarity) and voice form (commands, advice, comments, commentary, 
insults and threats) were not related to affect and behaviour but beliefs about the 
voice’s power and meaning were. These beliefs affected coping behaviour in terms of 
how the individual related to the voices -  voices that were believed to be malevolent 
were resisted and those believed to be benevolent were courted.
Vaughan and Fowler’s (2004) study of 30 voice-hearing service users also highlights 
the association between their emotional responses to their voices and their appraisal of 
their relationship with them. When the voice related to the hearer in a dominating, 
insulting way, individuals reacted with suspicion and lack of communication, and this 
distancing style was associated with distress. Vaughan and Fowler’s findings refine 
those of Birchwood & Chadwick (1997) by showing that the perceived dominant style
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of the voice was more strongly linked to their relational style with the voice than 
beliefs about the meaning of the voice, as also found by Birchwood et al (2000). The 
power balance between the individual and their voices affects their relational style 
with them, which in turn affects their emotional reaction to them. Beliefs about the 
power of the voices may be influenced by beliefs about the self, which in turn affects 
beliefs about the self in relation to others; in this way, the relationship with the voices 
may mirror wider interpersonal relationships.
Indeed, in their study of 125 voice hearers diagnosed with schizophrenia, Birchwood 
et al (2004) concluded “the appraisal of social power and rank are primary organizing 
schema underlying the appraisal of voice power, and the distress of voices” (ibid. 
pp. 1571) and their perception of themselves as powerless and inferior in their 
relationship with others, is linked to the power of the voices.
In support of this, Hayward (2003), drawing upon BirtchnelPs theory of relating 
(1996,2002, cited in Hayward, 2003), found that the style with which voice hearers 
related to their voices correlated positively with their style of social relating with 
regards to dominance, submissiveness and closeness. Further, “the way an individual 
relates to his or her voice may be influenced by past and present experiences of 
interpersonal contact” (Hayward, 2003, pp.380).
Blatt and Zuroff (1989, cited in Birchwood & Chadwick, 1997, pp. 1352) assert that 
voices may embody the hearer’s experience of their early relationship with powerful 
care-givers. Therefore interpersonal schemata will especially influence the way the 
voice is related to if the voice is identifiable as such a care-giver. It is important to be 
mindful of this when working with voice hearers considering research indicates that 
childhood trauma and stressful life events may lead to a vulnerability to hearing 
voices. This seems to occur either cognitively through beliefs about the self and 
consequent social relations, and/or affectively through the repression and 
extemalisation of emotions related to the traumatic event/s.
The relationship the individual has with their voices may echo the abusive relationship 
they had with their care-giver. Ensink (1993) in her study of 97 women who had been
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abused, predominantly sexually, by their father or stepfather during childhood, found 
that 43% experienced hearing voices, of which 8 described voices at least partly 
related to the sexual abuse. Ensink asserts that repression of emotions contributes to 
the experience of hearing voices; “not recognising feelings as belonging to the self 
makes it more likely that emotions and associated thoughts and images will be 
attributed to ego-dystonic sources” (ibid. pp. 171).
The concept of voices as the extemalisation of one’s repressed wishes and emotions 
has helped me clarify my formulation of a former client’s voice hearing experience. 
Mr X is a homosexual man raised by parents who strongly opposed homosexuality; 
consequently Mr X had severe difficulties in accepting his sexuality. After he had 
homosexual relations he would hear voices insulting him and calling him ‘dirty’. I 
worked with Mr X to help him to accept his sexuality and therefore reduce his guilt, 
with a view that the derogatory voices were an extemalisation of his guilt. However, 
after reflecting upon Ensink’s (1993) assertion, I think that Mr X wished to punish 
himself to assuage the guilt, and the voices fulfilled this punishing function. This 
seems more congment with the content of the voices and the relationship Mr X had 
with them than my original formulation, however, such a post-hoc formulation is 
impossible to test. I had not previously thought in such a psycho-analytical way about 
a client’s problems yet the literature I have read for this essay has taught me this may 
be appropriate when working with some voice-hearing clients.
Cognitive research has highlighted the importance of the self in voice hearing and has 
developed the psychoanalytic idea of voices functioning as defences, i.e. of 
extemalisations of emotions and cognitions that are a threat to the self (Jones et al, 
2003). Further, “individuals exposed to early trauma, when faced with early 
psychosis-like anomalous experiences, display a reduced experience of internal 
control and a greater sense of distress” (Bak et al, 2005, pp.364). Thus treatment 
focused on increasing control over voices is especially important for individuals with 
a history of childhood abuse or trauma. Indeed, Romme and Escher (2000) found that 
70% of their sample connected hearing voices with a traumatic and threatening 
experience. How the voices were managed was influenced by the amount of power the 
hearers perceived themselves to have over the voice. This power may be related to the
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individual’s self esteem and “their defence mechanisms in the face of the triggering 
episode” (Romme & Escher, 2000, pp.23) which is also affected by other life 
experiences. Thus it is important not just to look at the traumatic experience but how 
this has affected the individual in the context of their lives, this reinforces the 
importance of taking a holistic view of the individual.
Hearing voices is not restricted solely to people who have had stressful or traumatic 
experiences, nor does everyone who has had traumatic experiences, hear voices. The 
causes for this phenomenon are still a subject of much debate and research. Perhaps 
the most important interpretation of the voices are those which are made by the voice 
hearers themselves; the frame of reference within which they place their voices may 
affect their acceptance of their voices and the coping mechanisms they employ.
WAYS OF WORKING WITH PEOPLE WHO HEAR VOICES
Voices are often perceived to be a guiding spirit, communication from the dead, or a 
paranormal gift (Romme & Escher, 1993). These explanations are often based upon 
the individual’s spiritual and religious beliefs, which may be influenced by the culture 
within which the individual is raised. For example, Kent and Wahass (1996, cited in 
Sanjuan et al, 2004, pp.273) found that amongst voice hearers in Saudi Arabia, much 
of the voice content was religious and superstitious in nature whereas UK voice 
hearers were more likely to hear voices issuing instructions or providing a running 
commentary. Further, 30% of UK patients hear voices which have an ‘upper class’ or 
‘BBC’ accent (Harpers/King’s College Hospital cited in Observer, 2005) This 
highlights the importance of the individual’s cultural background in their 
conceptualisation of their voices. Thus it is important to work within the individual’s 
frame of reference. For example, when working with a client who heard the voice of 
the devil, I always referred to this voice as the ‘devil’ rather than as ‘the voice’ 
because the devil existed in his belief system.
Romme and Escher (2000) suggest that an assessment of the voice hearing experience 
should include an exploration of when the voice was first heard and what triggers and 
maintains the voice currently; this will indicate how the relationship between the
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hearer and their voice is linked to their life history and may suggest a link with a past 
traumatic episode. An analysis of the voice content may help to identify whom the 
voice represents (and whether the hearer’s relationship with them is echoed in the 
relationship they have with the voice). An exploration of the relationship the hearer 
currently has with their voice (especially with reference to power and closeness) and 
any coping mechanisms that they have previously found helpful, may reveal the 
flexibility of this relationship and thus its susceptibility to change. Consideration of 
the individual’s childhood experience may elicit information about their self-esteem 
and self-identity (as it is in childhood that these are formed), which has implications 
for the individual’s control and power over the voices. The assessment process can 
itself be therapeutic because it encourages the individual to reflect upon their voices 
and experiences and may lead him or her to identify the relationship between them.
Romme and Escher (2000) distinguish between three phases of learning to cope with 
voices. During the startling phase, the hearer is confused and frightened by their 
experience; in the organisation phase the hearer is less scared and looking for coping 
strategies; and during the stabilisation phase the hearer has accepted the voices but 
still requires help to cope with them in everyday life. Treatment needs to be tailored 
towards the phase the individual is currently in.
Short-term strategies appear to help the individual in the startling phase by reducing 
anxiety and helping them to gain some control over the voices. Romme and Esher 
(1993) found that people who could cope with their voices set more limits to the 
voices (e.g. only listened to them for a set amount of time per day), were able to listen 
selectively to the voices (e.g. only the positive ones) and communicated more often 
about their voices, than voice hearers who reported they could not cope.
In the medium term, Romme and Escher (2000) suggest it can be helpful to normalise 
the experience to reduce anxiety and feelings of powerlessness associated with feeling 
‘mad’. This can be achieved by educating the individual about voice hearing 
experiences that can occur in non-clinical populations and by describing the 
experience as belonging on a continuum. Examining the meaning and function of the 
voices allows for identification of the aspects of the voices that cause distress and
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need to be changed and those that the individual values and wishes to remain 
unchanged.
As Birchwood and Chadwick (1997) have shown, beliefs about the voices’ power and 
authority affect the amount of distress felt, therefore eliciting these beliefs and 
changing them may reduce distress in the long term. Beliefs about the voices can be 
analysed in terms of supporting and conflicting evidence. This encourages the client 
to develop alternative explanations for the triggering event and ultimately to challenge 
the beliefs and replace them with adaptive beliefs. This may involve disempowering 
the voice by: encouraging the client to find ways to control the onset and offset of the 
voices; to challenge the validity of the voices’ assertions; and to discover that failing 
to comply with the voices does not lead to negative consequences as predicted by the 
voice (Birchwood et al, 2004). Enhancing control over the voices would also include 
encouraging the use of/teaching successful coping strategies in place of maladaptive 
coping strategies. Maladaptive coping strategies, such as ignoring the voices or 
distraction, may work in the short term but do not allow the client to test the validity 
of the voices, as indicated by Romme and Escher’s (1993) finding that non-coping 
voice hearers more often sought relief by distraction techniques. Engaging with the 
voices and putting forward rational reality-tested arguments therefore may be more 
beneficial.
Communicating with the voice would allow the individual to work with the therapist 
in modifying their relationship with that voice; this would be a useful level at which to 
work with individuals who can not accept that their relationship with the voice may 
reflect a ‘real’ interpersonal relationship (Vaughan & Fowler, 2004). Such ‘relating 
therapy’ (Birtchnell, 1996,2002, cited in Hayward, 2003) aims to increase awareness 
of, and alter the negative relating between the voice and the hearer and vice versa. 
Shame may contribute to the individual’s low sense of self-worth and feeling of 
powerlessness in relating to others, therefore “[ejxploring possible shame-based 
origins of feeling subordinated (e.g. abuse) is important” (Birchwood et al, 2004, 
pp. 1578). This may enable the individual to relate more assertively not just with the 
voice, but in other social relationships as well, which would further increase their 
sense of self worth.
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Assessing the personal significance of the voices to the hearer may indicate how such 
issues as unresolved shame; repressed unacceptable wishes; or poorly integrated parts 
of the self, are manifested in the voices. Therapeutic work may involve making these 
explicit and working with the client to integrate these into the hearer’s self rather than 
silencing them (Ritscher et al, 2004) (this was the therapeutic goal when working with 
Mr X). In this way, psychodynamic and cognitive explanations of voice hearing are 
congruent within the same treatment framework. However, “many hallucinators 
become very anxious when asked to reattribute their .. .voices to themselves, 
suggesting that their failure in reality discrimination may be motivated, at least in part, 
by a need to defend their self-esteem” (Bentall, 1990b, pp.91). Therefore this work 
needs to be conducted slowly within a trusting therapeutic relationship and perhaps in 
the mode of guided discovery in which the client makes the connection between past 
experiences, poor self-esteem or repression of emotions and their voice hearing 
experiences. Adaptive coping skills need to be taught prior to this work to replace the 
self-protective function that the voices may serve.
If the client is willing to engage with an analysis of how the relationship with the 
voice may be related to previous relationship conflicts, this increased understanding of 
the ‘cause’ of the voices may also increase perceived power over them. Eliminating 
the voices would not guarantee an improvement in self-esteem or inter-personal 
schemata. Whereas enhancing self-efficacy and equipping the individual with skills to 
be more assertive in inter-personal relationships may re-dress the power imbalance in 
these relationships and lead to an increase in the hearer’s power and control over the 
voices (Birchwood et al, 2000). An increased sense of self-efficacy may also increase 
the individual’s resilience when confronted with stressful life events and thus offer 
protection from a re-emergence of the voices.
The research discussed illustrates that hearing voices occurs in the non-clinical 
population and therefore is not necessarily a symptom of mental illness. It appears 
that what differentiates the voice hearing experiences of those diagnosed with a 
mental illness and those not, i.e. what causes the voice hearing experience to become 
pathological, is not the experience per se, but the amount of the distress it causes.
This is congruent with the concept of a continuum of mental health/illness along
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which the experience of hearing voices can be placed according to the level of 
associated distress.
The conceptualisation of hearing voices as non-pathological recognises hearing voices 
as a phenomenon in its own right, which allows for an analysis of its meaning to the 
hearer. This emphasis on the individual’s perception of the voice allows psychologists 
to focus upon altering this perception, if it causes distress to the voice hearer. 
However, some voice-hearers are not distressed by their experiences, many of whom 
have a spiritual explanation for their voices (Romme & Escher, 1993). An 
examination of spiritual concepts of consciousness such as Jung’s theory of the 
collective unconscious warrants a discussion of its own. However, it is important to 
be mindful of these explanations and aware of the spiritual beliefs and cultural values 
held by clients in order to respond to them with respect and sensitivity.
Research into the power balance between the voice and the hearer and how this 
mirrors social relationships, provides a useful theoretical framework within which to 
construct a formulation of the meaning and function of the voices. From this 
psychologists can focus treatment upon the underlying issues that give rise to such 
relationships, such as feelings of powerlessness and low self-worth. It appears that 
childhood abuse/trauma increases susceptibility to these feelings and subsequent voice 
hearing experiences. Thus psychologists need to be mindful of this when working 
with voice-hearers.
The research findings discussed have important implications for the way psychologists 
work with voice-hearers. It highlights the importance of not perpetuating the power 
imbalance the client may feel in their inter-personal relationships, in the therapeutic 
relationship, and thus the need to work collaboratively with the client. An 
empowerment approach to treatment is vital in restoring self-worth, especially when 
working with in-patients whose status as patients may increase their sense of 
powerlessness.
Most of the treatment methods discussed are cognitive-behavioural in that they focus 
upon altering the core beliefs the individual holds regarding themselves and their
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relationships with others. Due to the NICE (2002) guidelines promoting the use of 
CBT with people diagnosed with schizophrenia; I anticipate there will be an increase 
in referrals of people who hear voices for such psychological work, therefore I feel the 
treatment methods discussed will inform my clinical practice. However, my increased 
understanding of a psycho-analytical conceptualisation of voice hearing makes me 
feel more confident in incorporating this into my work with voice hearers. I feel these 
two theoretical frameworks are not mutually exclusive; their explanations of the 
causes and function of voices overlap and both point to similar methods of reducing 
the distress voices may cause.
I hope to have shown that hearing voices can be considered an ordinary part of human 
experience in that it is experienced by a significant minority of people who do not 
have a diagnosis of mental illness. However, this does not imply that it is not special 
or unique to the individual. By conceptualising hearing voices as ordinary and non- 
pathological clinical psychologists can work to reduce the distressing aspects of 
voices whilst respecting the positive aspects the hearer may feel their voices have.
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1 have encountered many tensions within myself and within a multidisciplinary team 
when working with people diagnosed with borderline personality disorder (BPD).
This experience attracted me to this essay topic as I wished to gain an understanding 
of the reasons behind some of the uncomfortable feelings that working with these 
clients evoked within me. I have encountered both positive and negative attitudes 
from clinicians towards people with BPD and I wished to unravel the factors 
underlying these.
In this essay I will discuss how the dominant categorical classification system used in 
the diagnosis of (BPD) suffers from problems with reliability and validity and how 
this impacts upon its clinical utility. An alternative dimensional classification system 
will be discussed to highlight how personality traits could be considered to exist along 
a continuum rather than in discreet categories. The stigma that is associated with the 
diagnosis of BPD will be examined, especially with regards to its treatability and 
reactions of clinicians to clients. The differing theories surrounding the origins and 
treatment of BPD will be outlined with reference to issues pertinent to the role of the 
clinician . The efficacy of each of these treatments requires a discussion of its own, 
however, the generic factors that contribute to their efficacy and clients perspectives 
on treatment will be considered. The tensions regarding the role of medication will be 
examined as will the influences upon prescribing practices. The tensions and 
dilemmas facing a multidisciplinary team when working with people diagnosed with 
BPD will be discussed, and ways to overcome these suggested. Specific difficulties 
that the clinician may experience within the therapeutic relationship will also be 
considered.
There are a multitude of theoretical dilemmas facing the clinician treating clients with 
BPD working within a multidisciplinary team, many of which warrant a discussion of 
their own. The treatment of clients in forensic services, assertive outreach, and 
therapeutic communities have not been included in this discussion due to word 
constraints, the discussion therefore focuses upon dilemmas facing clinicians in 
providing treatment in out patient and hospital settings. Due to word constraints, the
2 The Oxford English Dictionary definition o f clinician is: “A clinical observer or investigator. Now 
especially a doctor who has direct contact with and responsibility for patients” (Ibid., 1989, para.l) 
therefore when using the term ‘clinician’ I am referring specifically to psychologists and psychiatrists.
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inadequacy of services to meet the needs of people diagnosed with BPD is not 
discussed, nor is co-morbidity with mental illness, and the over representation of 
females and white people diagnosed as BPD is merely outlined.
THE CLASSIFICATION AND DIAGNOSIS OF BPD
The definition and classification of personality disorders (PDs3) has implications upon 
the validity, reliability and clinical utility of the diagnoses, and impacts upon how the 
individual diagnosed as BPD is treated. The two main models of personality 
classification are categorical and dimensional. However, “it is evident that theorists 
and researchers are not in agreement with respect to which model of classification is 
preferable.” (Widiger & Frances, 2002, p.24). The clinician is faced with a dilemma 
regarding how to classify BPD even before treatment has commenced.
The DSM-IV and ICD 10 classification systems adhere to a “categorical perspective 
that personality disorders represent qualitatively distinct clinical syndromes” 
(American Psychiatric Association (APA), 1994, p.633). A diagnosis of PD is 
determined by whether a set amount of symptoms is present, thus only the presence or 
absence of a personality disorder is assessed, not the extent to which the personality of 
an individual is disordered.
Personality disorder is defined in the DSM-IV as:
“[A]n enduring pattern of inner experience and behaviour that deviates 
markedly from the expectations of the individual’s culture, is pervasive and 
inflexible, has an onset in adolescence or early adulthood, is stable over time, 
and leads to distress or impairment”. (APA, 1994, p.629).
However, because this definition classifies PDs according to both psychological traits 
and behaviour, it is uncertain if “these diagnoses identify true personality disorders 
(i.e. traits) or social deviance (i.e. behaviour)” (McMurran, 2002, p.8), thus its validity 
is questionable.
3 The abbreviation PD is used throughout the esay due to word constraints, however I am aware that 
some people diagnosed with personality disorder, and some staff working with them, may feel that this 
exacerbates the pejorative nature of the term.
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McMurran states how “[theoretically driven approaches to personality disorder are 
important in understanding: the symptom configuration, how a disorder develops, 
progresses, and remits” (2002, p.l 1). Yet “[personality disorder categories are not 
firmly grounded in theory, nor are they empirically driven” (Livesley, 1998, cited in 
McMurran, 2002, p.l 1). Indeed, as Tyrer et al (1993, p.5) state “[t]he combination of 
these disorders under a common heading is perhaps surprising because their origins 
are so disparate”. For example, the criteria for antisocial PD came from studies of 
children into adulthood, BPD from psychodynamic theory and practice, and schizoid 
PD from European phenomenology (Tyrer et al, 1993).
The diagnostic criteria for BPD within the DSM-IV are as follows:
“A pervasive pattern of instability of interpersonal relationships, self-image, 
and affects, and marked impulsivity beginning by early adulthood and present 
in a variety of contexts, as indicated by five (or more) of the following: frantic 
efforts to avoid real or imagined abandonment...; a pattern of unstable and 
intense interpersonal relationships characterised by alternating between 
extremes of idealization and devaluation; identity disturbance: markedly and 
persistently unstable self-image or sense of self; impulsivity in at least two 
areas that are potentially self-damaging...; recurrent suicidal behaviour, 
gestures, or threats, or self-mutilating behaviour; affective instability due to a 
marked reactivity of mood...; chronic feelings of emptiness; inappropriate, 
intense anger or difficulty controlling anger; transient, stress-related paranoid 
ideation or severe dissociative symptoms.” (APA, 1994, p.654)
The APA (1994, p.xxii) states that “a categorical approach to classification works 
best when all members of a diagnostic class are homogenous, when there are clear 
boundaries between classes, and when the different classes are mutually exclusive”. 
However, “the average number of personality disorder diagnoses is greater than 4” 
(Costa & Widiger, 2002, p.3). Fyer et al (1988, cited in Tyrer et al, 1993) found pure 
BPD was present in only 8% of 180 in-patients, 46% had one additional diagnosis and 
46% had two or more. This co-morbidity suggests a “lack of divergent construct 
validity for the current set of 10 diagnostic categories of DSM-IV defined personality
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disorders” (Costa & Widiger, 2002, p.3). Further, this high rate of comorbidity 
indicates that “borderline personality disorder appears to constitute a broad, 
heterogeneous category with unclear boundaries” (Numberg et al, 1991, p. 1371 cited 
in Widiger & Frances, 2002, p.22).
A diagnosis of BPD requires identification of a subset of the criteria, McMurran 
(2002, p.8) cites Amtz’s (1999) findings that there are “247 ways of meeting the 
criteria for borderline personality disorder”, thus “people with the same diagnosis may 
have very different problems” (McMurran, 2002, p.8). Therefore it is “difficult to 
translate findings from the research literature directly into clinical practice” (Norton & 
Hinshelwood, 1996, p.726).
The dimensional model “classifies clinical presentations based on quantification of 
attributes rather than assignment to categories” (APA, 1994, p.xxii), thus PDs are 
viewed as “maladaptive variants of personality traits that merge imperceptibly into 
normality and into one another” (ibid. p.633). McMurran (2002) claims that “[t]he 
study of dimensional personality traits, from normal to maladaptive extremes, may do 
better justice to the diversity of human personality” (my italics) than categorical 
approaches. The APA concedes that dimensional systems “increase reliability and 
communicate more clinical information (because they report clinical attributes that 
might be subthreshold in a categorical system)” (APA, 1994, p.xxii). “[I]t is less 
problematic to determine whether someone has four versus five symptoms of BDL 
[borderline personality disorder] than whether the disorder is present or absent” 
(Widiger & Frances, 2002, p.22) and it allows for treatment to be directed towards 
these symptoms specifically.
The debate regarding the most reliable and valid method of classification of PDs may 
be of less relevance in clinical practice than is assumed. Westen (1997, cited by 
McMurran, 2002) found that clinicians base their diagnosis of PD less on the DSM 
categorical criteria than on listening to the client’s description of their interactions and 
observing their behaviour. Further, Westen’s (1997) finding that “clinicians reported 
working with enduring personality problems not captured by formal classifications,
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such as problems with relatedness, self-esteem, and sub-clinical depression” 
undermines the importance given to diagnostic categories (McMurran, 2002, p.9).
TREATABILITY AND STIGMA OF BPD
Stein (1993, p.262) stated “[t]he treatment of the personality disorders is a topic 
surrounded with much pessimism, and most clinicians firmly believe that these 
disorders are essentially untreatable and that subjects with a personality disorder have 
little capacity for change”. In my limited clinical experience, people diagnosed with 
BPD are considered difficult to treat, yet clinicians have approached the treatment of 
people with compassion and creativity. Further, Stein’s statement and the notion that 
PDs are untreatable is outdated. As Bateman & Tyrer (2002) state: “it is important to 
note that for the first time in the history of personality disorder, people are regarding 
the condition as potentially treatable” (ibid. p. 16). Paris (2005) cites research 
indicating that individuals with BPD have a better prognosis than people diagnosed 
with antisocial PD (Black et al, 1995), the cluster A and C disorders (Tyrer & 
Seivewright, 2000) and schizophrenia (Zanarini et al, 2003).
The diagnosis of PD carries with it a huge stigma within the mental health arena. The 
National Institute for Mental Health in England (NIMHE, 2003, p. 13) report that 
“[clinicians may find the nature of interactions with personality disordered patients so 
difficult that they are reluctant to get involved. Holmes et al (2001, para. 4) cite Lewis 
and Appleby’s (1988) assertion that “people with personality disorders are ‘patients 
psychiatrists dislike’... fear, ignorance and helplessness, based on a two-way process 
of projection, fuel stigma”. Holmes et al (2001) suggest that the lack of success of 
pharmacological interventions causes discomfort in psychiatrists and state that “one 
way to deal with the discomfort is by projection and stigmatization -  we stigmatize 
these patients because we just do not know what else to do with them” (ibid. p.30). 
Indeed, Akiskal (1992, cited in Homqvist, 2000) reports that patients who induce 
difficult countertransference reactions tend to be labelled with BPD and Vaillant 
(1992, cited in Homqvist, 2000) suggests that the label of BPD is a reflection more of 
countertransference problems than accurate diagnosis. Therefore clinicians need to be 
mindful of the conscious or unconscious factors influencing choice of diagnosis.
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BPD is diagnosed more frequently in females than males and in white people than 
black people (NIMHE, 2002). Whether this is due to true differences in prevalence or 
biases in diagnosis is unclear. The clinician needs to be attentive to the role that access 
to services may play in the presentation of females and black people to services and 
the influence of stereotypes and cultural norms and differences when considering 
diagnosis.
THEORETICAL EXPLANATIONS AND TREATMENT OF BPD
“BPD has evoked intense theorizing among psychoanalysts, behaviorists, 
psychiatrists, and others, and, perhaps because of its clinical difficulty and variability, 
... it represents a battlefield on which many of the controversies and schisms are 
played out” (Bateman & Fonagy, 2003, p.l 88). The way that clinicians work with 
people diagnosed with BPD differs according to which explanatory framework they 
place the origin of BPD in. This may cause tension between clinicians who adhere to 
different theoretical stances, thus there is a “danger of competitive tribalism between 
treatments [that] does little for those patients” (Bateman & Tyrer, 2002, p. 16). The 
four main treatment models in common use are cognitive therapy, cognitive analytic 
therapy, dialectical behaviour therapy, and psychodynamic-interpersonal therapy 
(Moorey et al, 2006, p.59). Each model conceptualises the self in different ways and 
highlights different aspects of the environment as important in the development of the 
self. The emphasis on evidence based practice means that the clinician needs to 
develop an understanding of the efficacy of their chosen approach, which is itself a 
dilemma because “[a]t present, there is very little evidence to suggest specificity of 
any one treatment” (Bateman & Tyrer, 2002, p. 15).
The cognitive approach regards personality as the product of “[a]n interaction between 
a person’s innate behavioural strategies and specific environmental consequences 
[which] will influence how they organise and make sense of the world (their schema 
development).” (Moorley et al, 2006, p.67). Cognitive theory proposes that 
conditional and unconditional beliefs, early maladaptive schemas and schema modes 
are important in personality disorder. Maladaptive schemas are manifested in
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conditional and unconditional beliefs from which cognitive patterns and behavioural 
patterns arise. Davidson (2000, cited in Morley et al, 2006) suggested that individuals 
with BPD “hold core beliefs related to low self-esteem, that might be expressed as ‘I 
am bad’ or ‘I am worthless’. These beliefs facilitate and are reinforced by 
overdeveloped behavioural strategies of self-degradation and self-punishment” 
(Moorley et al, 2006, p.69). Cognitive therapy focuses upon changing core beliefs 
and modifying dysfunctional cognitions and behaviours through the teaching of 
cognitive and behavioural skills.
Cognitive analytical theory (CAT) combines psychoanalytic (object relations) theory 
with cognitive concepts and holds that “a set of partially dissociated ‘self-states’ 
account for the clinical features of borderline personality disorder” (Ryle, 1997 cited 
in Bateman & Tyrer, 2002, p.4). States refer not only to mood by also to the dominant 
object relations and defence structures employed by the individual.
Within CAT, object relations are referred to as ‘reciprocal roles’, these develop from 
the experience of early relationships. “Memories and expectations of and attitudes 
towards the other will influence ... the likely response, so that one person occupying a 
particular role tends to elicit a reciprocal role in the other” (Moorley et al, 2006, p.75). 
The therapist therefore, must be alert to the reciprocal role that the client elicits in 
them. A client with BPD “typically experiences rapid switching from one state of 
mind to another, and in the process undergo intense uncontrollable emotions 
alternating between feeling muddled and emotionally cut o ff’ (Bateman & Tyrer,
2002, p.4). Therefore CAT focuses upon collaboratively formulating these processes, 
as they occur within the sessions as well as in life.
Linehan (1987) developed a sociobiological theory in which she proposed that people 
diagnosed with BPD have an innate biological tendency to react more intensely to 
lower levels of stress and to take longer to recover, than others. The interaction of 
these biological dispositions with being raised in an invalidating environment, in 
which their beliefs about themselves were devalued, creates individuals who are 
uncertain of their emotions and have difficulties regulating their emotions.
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Linehan developed Dialectical behaviour therapy, a broad based cognitive- 
behavioural programme specifically for women with BPD who self-harm, in which 
the client is taught new coping strategies and is supported to find meaning in their 
present life situation.
“The question is whether the emotional manifestations and their control represent the 
central element of borderline psychopathology or are in fact a secondary phenomenon 
arising from some other underlying problem” (Bateman & Fonagy, 2003, p. 189). 
Whereas Linehan would claim it is the former, Bateman and Fonagy (2003), claim it 
is the latter, that “emotional instability arises as a response to instability in the self­
structure” (ibid.).
PDs from the psychodynamic perspective are conceptualised “in terms of disturbances 
in a person’s experience of self (Kemberg, 1967; Kohut, 1971; Winnicott, I960)” 
(Moorey et al, 2006, p.60). Kemberg (1975) proposed an object relations view of 
BPD, in which the mental representations of the self in relation to important others is 
incomplete, comprising of only the salient aspects of the self or other. These mental 
representations of the self and of relationships become split off from each other.
“This splitting appears to defend against primitive fear that if the image of the “good” 
self or good object were brought into relationship with the image of the “bad” self or 
bad object, the good images would be overwhelmed or destroyed” (Rosenkrantz & 
Morrison, 1992, p. 544). The therapist needs to be aware that the client with BPD 
may also see the therapist as all ‘good’ or all ‘bad’ and will need to process the 
discomfort that may arise from being assigned to each of these roles.
Based upon the object relations view, Clarkin et al (1999, cited in Bateman & Fonagy, 
2003, p. 188) developed transference-focused therapy, in which transference is used 
from the commencement of therapy to identify the dominant object relations that the 
individual is enacting within the therapeutic situation.
Bateman and Fonagy (2003) propose a developmental psychodynamic model in which 
the relationship between genetic and environmental factors is mediated by the 
attachment process. The lack of a close, secure parental relationship leads to the
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development of an autonomous sense of self being undermined. Disorganization in 
early attachment results in a distortion of the self-structure and an inability to 
‘mentalize’, i.e.” understand and interpret human behaviour in terms of underlying 
mental states” (ibid. p. 191). “Stability [of self] is maintained through mental 
isolation, not knowing, pre-emptive acts of aggression to neutralize perceived threats, 
schematic, inaccurate representations of interpersonal interactions, and the dominance 
of projective mechanisms that force mental states onto the other and thus prevent its 
genuine perception” (ibid.).
Bateman and Fonagy’s “treatment strategies target mentalization in order to foster the 
development of stable internal representations, to aid the formation of a coherent 
sense of self, and to enable the borderline patient to form secure relationships in which 
motivations of self and other are better understood” (ibid., p. 187).
The different treatment methods use the transference and countertransference present 
within the therapeutic relationship in different ways. The clinician needs to adopt the 
treatment modality that deals with the intrapsychic tensions this may cause in a way 
that they find non-threatening and containing in order to deliver this treatment 
effectively.
Choice of treatment type is problematic as there is a lack of long term outcome studies 
on the efficacy of different treatment types, thus evaluation of which intervention 
works best is limited (Paris, 2005). Yet “indications that outcomes are similar across 
treatments points to the importance of generic influences common to all forms of 
therapy” (ibid. p.433). Haigh’s (2002) study of clients’ views supports this, with 
respect, reliability, consistency, acceptance, sympathy, truth, and trust, cited as 
important components of treatment. “The belief that a personality disordered patient is 
going to respond to one particular therapy is overly simplistic” (Bateman & Tyrer, 
2002, p. 16), as discussed earlier, the many different ways clients meet the diagnostic 
criteria for BPD means each individual will have an array of BPD symptoms. Paris 
(2005) calls for an eclectic, interactive approach, utilising strategies from different 
models according to their proven efficacy. This concords with clients’ views, who 
identified the helpful features of PD services as having a choice of treatment and
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individually tailored care, and “rigid adherence to a therapeutic model in cases where 
it is unhelpfuP’(Haigh, 2002, p.4) as an unhelpful feature.
The views of clinicians regarding the role of biological disposition in BPD may be 
manifested in differing opinions regarding the use of medication in its treatment, this 
may cause tension between prescribing psychiatrists and those providing 
psychological therapy.
Whilst Paris (2005, p. 439) states that “a wide variety of pharmacologic agents can be 
helpful in BPD”, the effects are non-specific and none of the current medications have 
produced clinical remission, perhaps because they were developed for other disorders. 
Paris states that “[cjlinician’s failure to recognize the limitations of pharmacologic 
intervention in BPD often leads to the prescription of additional agents ....This leads 
to polypharmacy, a practice that is not evidence based and one that makes it more 
likely that the patients will suffer from side effects” (ibid.) thus raising an ethical 
dilemma regarding the costs and benefits of pharmacological treatment.
Norton and Hinshelwood (1996) point out the need to be aware of psychodynamic 
factors influencing prescribing practices such as medication acting as a “substitute 
gratification for unmet personal needs... or a non-verbal way of controlling feelings, 
contradicting the therapeutic goal of enabling patients to contain feelings in words” 
(ibid. p.726). Further, they state how medication would not be needed if the 
environment emotionally contained the patient more effectively.
WORKING WITH INDIVIDUALS DIAGNOSED W ITH BPD
Adshead (1998, p.66) states how “many aspects of relationships between psychiatric 
patients and staff resemble attachment relationships. The patient, the mental health 
professional and the institution all contribute to these relationships by an interactive 
process. This interactive process is seen in the clinical life of the unit; the problems 
that patients pose to staff, and the way staff respond, both consciously and 
unconsciously”. The institution itself may act as a secure base from which the 
individual can make excursions into the community, it can literally act as an asylum in 
which the individual feels contained. Negative aspects of the atmosphere, architecture
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and ward population may lead to a feeling of insecurity (Adshead, 1998). Therefore 
the clinician needs to assess whether the client is likely to benefit or to suffer from 
hospital admission.
“Ward regimes often encourage both dependence and independence simultaneously, 
so that an individual is ‘ill’ and in need of care, until they misbehave in some way and 
‘must take responsibility for themselves’” (Adshead, 1998, p.67). If staff only reflect 
back to the client their view of him/her as either a victim or a perpetrator, they are not 
allowing the client the opportunity to consider both the aggressive and vulnerable 
sides of their personalities, thus “[n]arrow or extreme institutional responses, which 
reinforce ‘either/or’ thinking, remove any opportunity for the patient to learn from 
experience” (Norton & Hinshelwood, 1996, p. 724).
The notion of ‘splitting’ the treatment team is often raised when working with people 
with PDs. Norton and Hinshelwood (1996) cite Main’s (1957) paper in which he 
describes how good relationships with staff “incorporate the patient as a victim, and 
the ‘bad’ as perpetrator. The different staff involved tend to occupy the 
complementary roles of kind defender and cruel attacker” (Norton & Hinshelwood, 
1996, p.724), in this way, they are pitted against each other. However, as Norton & 
Hinshelwood note, splits within the team “usually [emerge] along pre-existing fault 
lines in the staff team”(ibid.). This splitting causes conflict within the team, especially 
regarding appropriate management and treatment. This may be harmful to the client 
as they need to “feel that those responsible for their care communicate frequently and 
effectively, get on well together, and are clear about boundaries of treatment” 
(Bateman & Tyrer, 2002, p. 10). Further, occupation of one of the roles assigned to 
them by the client may strain their personal coping skills, which may ultimately affect 
staff morale. Group supervision is vital in order to process the “emotional impact that 
working with people with BPD may have upon relationships within the team and the 
service” (NIMHE, 2002, p.44).
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Suicidality and self harm are common in people diagnosed with BPD.4 The demand 
upon staff to remain vigilant to this and to predict and avert successful suicide can be 
anxiety provoking. Self harm often elicits powerful emotional reactions in staff who 
feel responsible to care for the individual. There may be a conflict between their 
personal views on self harm and the professional stance they are required to adopt. 
This conflict may be enacted in disagreements amongst the team members as to the 
most appropriate intervention to use. The institutional response is often limited in 
repertoire and short term, such as sedation or seclusion (Norton & Dolan, 1995). This 
serves to reduce the anxiety that self harm evokes in staff members but if it is not 
followed up with an exploration of the motives or consequences of the behaviour, it 
contributes to “the maintenance of a status quo since thoughts or beliefs which fuel the 
behaviour are left untouched and unchallenged” (Norton & Dolan, 1995, p.75).
Working within a multidisciplinary team allows for different professionals to meet the 
multiple, and complex needs of clients with BPD. Yet within multidisciplinary teams 
“there is a conceptual price to pay for the division of roles since it implicitly separates 
an individual who is psychologically fragmented into discrete components at a time 
when the task is to improve integration within the person and his place within society. 
Medication becomes split off from psychotherapy, the therapeutic alliance may be 
weakened by being attached to different mental health professionals, and treatment 
uncoordinated” (Bateman & Tyrer, 2002, p.9).
In a healthy therapeutic alliance, “the therapist is able to both participate in the 
relationship and stand back and observe it. He sets appropriate boundaries and limits, 
addresses transference and countertransference issues as part of the on-going work, 
and does not need the patient’s approval or like in order to feel self worth” (McHenry, 
1884, p.568).
However, “[psychotherapy with the borderline patient consists of a complex ongoing 
series of mutual conscious and unconscious interactions. Both the therapist and the 
patient act and react counter-transferentially and transferentially to their own and each
4 8% to 10% o f individuals diagnosed with BPD commit suicide (APA, 1994) and between 60% and 
80% engage in seriously damaging self harm (Bateman & Fonagy, 2003).
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other’s issues” (McHenry, 1994, p.565). “When the therapist’s predictable or 
characterological countertransference issues are not acknowledged, understood, and 
worked through, the psychodynamics of the patient are perpetuated rather then 
changed, and the therapist helps recreate the past rather than alter it” (McHenry, 1994, 
p.565).
Therapists may develop a range of maladaptive interpersonal strategies with clients 
according to their own unresolved issues. If the client’s neediness is perceived as 
overwhelming, the therapist may dismiss their distress and dependence (this rejection 
of the patient can be seen in the pejorative use of the term ‘attention seeking’ 
(Adshead, 1998)), alternatively the therapist may withdraw from the client as a 
defence against engaging with them. This may be perceived as abandonment by the 
client, thus the therapeutic relationship mirrors much of the client’s past experiences 
of abandonment.
Clinicians may become over-involved with the client’s distress. Adshead (1998, p.67) 
states how “compulsive care giving is a psychological style which may be found in a 
proportion of all health care professionals”. Such over-involved staff may require their 
clients to stay in the ‘sick role’ in order to validate their own requirements to feel 
needed. Over-involvement may also lead to a transgressing of therapeutic boundaries, 
(E.G. being available to the client at all times) this co-dependent relationship may 
leave the client feeling uncontained as it may appear that there is no-one leading the 
therapy. If the therapist feels totally responsible for the client, they may become 
“paralysed by the idealised role they cast upon themselves” (McHenry, 1994, p.562), 
and thus respond to the demands of the situation without understanding the 
complexities of the interaction. However, a team approach can dilute 
“countertransference and offers protection against any one individual becoming over­
involved” (Bateman & Tyrer, 2002, p. 10).
McHenry (1994) cites the ability to tolerate anger and hate as one of the most 
common transference/countertransference dilemmas. The client may one day project 
his/her grandiose sense of self onto the therapist and the next day project his angry 
hateful self onto them. If the therapist cannot tolerate anger directed towards him/her,
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they may react with defensiveness, or retaliatory attacking, leading to increased 
hostility from the client, alternatively the therapist may internalise the criticism by 
feeling a sense of inadequacy or guilt. Thus it can be seen how “defences and identity 
issues presented by the patient which assault the ego boundaries and limits of the 
therapist... encourage the therapist to act out his or her denied or unresolved identity 
issues with the patient” (McHenry, 1994, p.558). Therefore supervision is vital in 
order to examine the transference and countertransference issues and gain an objective 
view of the therapeutic relationship.
I hope to have shown how the diagnosis of BPD is controversial in that its validity and 
reliability are questionable. The first dilemma the clinician faces therefore, is how to 
measure an individuals personality traits in a way that is clinically useful. Although 
the therapist may concentrate on treating the symptoms of the disorder rather than the 
treating the disorder as a discrete syndrome, consideration needs to be given to the 
impact of the label of BPD upon the individual. “Once the diagnosis is recorded, it 
often remains indefinitely” (Haigh, 2002, p .l) and the individual may be responded to 
in terms of that label rather than as an individual with a complex profile of symptoms. 
That this response tends to be negative further highlights the need to be aware of 
influences upon diagnostic decisions.
Clinicians need to be conscious of how differences in the theoretical explanations of 
BPD held by different members of the multidisciplinary team affect the treatment 
offered. Psychological treatment appears to be effective regardless of the therapeutic 
perspective taken by the clinician, as long as the therapeutic alliance is based upon 
respect, empathy, trust and consistency. Due to the heterogeneity of the problems 
people with BPD present, the therapist needs to be flexible and adapt the intervention 
to meet the needs of the individual.
A multidisplinary team can provide a wealth of experience and knowledge from which 
effective and coherent care can be provided. However, difficulties can arise when the 
team is not unified and the fragmented sense of self that the client with BPD 
experiences is projected onto the team, resulting in splits within the team.
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The reactions of staff to behaviour that may challenge (such as self harm) can either 
hinder the opportunity for the individual to learn from experience or promote growth 
through reflective exploration of underlying motives. However, this area is fraught 
with dilemmas as to the appropriate response, both from the service and individual 
staff members. Therapeutic work with individuals with BPD creates tensions within 
the clinician associated with their own personality issues. If unresolved, these 
tensions can be manifested in maladaptive responses which serve to perpetuate the 
client’s difficulties.
Further research needs to be conducted into the diagnosis and treatment of BPD. 
However, “it is likely that effective treatments are going to be found in the course of 
the next two decades and, if this turns out to be true, it will help greatly in removing 
the pejorative label that is currently attached to personality disorder” (Bateman & 
Tyrer, 2002, p. 16). Nonetheless, the treatment of people diagnosed with BPD may 
always be rife with dilemmas and tensions both within and between clinicians due to 
the nature of the disorder. However, if clients with BPD and the therapeutic 
endeavour are treated with compassion, honesty and respect, treatment of BPD can be 
seen as a challenge to rise to rather than as a battle already lost.
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In this account I will describe the process our CDG (case discussion group) went 
through in examining the PBL (problem based learning) exercise, deciding upon the 
contents of the presentation and then constructing the presentation. The group process 
will be reflected upon as will the role I took within this. How the exercise relates to 
my clinical practise will be examined and what I learnt about group processes will 
also be explored. Relevant theory and research will be referred to throughout this 
account.
THE PROCESS OF ACHIEVING THE PBL TASK
The subject of the PBL exercise was ‘the relationship to change’. We were asked to 
examine what change meant for us as trainees and for our future clients. It took 
several group meetings in order to narrow down what seemed to be a vague and all- 
encompassing topic. Following the group’s initial discussion of the influences upon 
our decisions to apply to the clinical psychology course, we had a more formal 
discussion surrounding the processes of change, the changes in our own lives and how 
others and ourselves perceive change. This meeting felt like a brainstorm with various 
aspects of change being suggested and discussed. However, I found the lack of a 
concrete question to answer and the subsequent lack of direction of the conversation, 
frustrating and was surprised at how little I was able to tolerate ambiguity. Upon 
reflection, I think the heightened state of anxiety I was experiencing at this time due to 
attempting to adapt to my new role as a trainee clinical psychologist, decreased my 
ability to cope with more ‘unknowns’. Therefore it was during this meeting, that I 
realised how important I found the facilitator to be in guiding the conversation and 
reducing my uncertainty surrounding whether we were approaching the exercise in the 
‘correct’ manner.
The role of a facilitator in reassuring and providing guidance can be compared to that 
of a clinical placement supervisor. This source of support, advice, and information 
has been an invaluable aspect of my clinical placement, especially as I adapt to new 
ways of working and learn new psychological theory and practice. An appreciation of 
the importance of this has led me to alter the autonomous, independent style of
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working I previously held to a more dependent style of working, integral to which is 
consultation with my supervisor.
During the third meeting, we decided as a group the specific questions to be answered: 
‘Which models of change do you use to understand your own experience of and 
reaction to change?’ and ‘Which model/s are you finding helpful to understand the 
process of change as you make the transition to being a trainee?’ We decided upon 
these questions because they reflected the group’s initial discussion of why we 
decided to follow a career in clinical psychology and also the discussions that the 
other trainees were having at that time regarding how they were coping on the course. 
Applying models of change to this career transition offered structure to our 
explanation of our experiences. This discussion felt more focused and assuaged my 
earlier feelings of frustration.
The group discussed various models of change such as Prochaska and Di Clemente’s 
(1984) cycle of change (cited in Sarafino, 1994), Senior’s (1997) action research 
model (cited in Schmiel, 2000) and Williams’ (2005) adapted version of Hopson and 
Adams (1976) transition cycle. The merits and criticisms of these models and how 
they applied to our experiences were examined. Williams’ (2005) version of Hopson 
and Adams (1976) transition cycle (see appendix p.8) was decided upon as we felt it 
best illustrated our experiences of the transition to being a trainee.
Williams’ (2005) version of Hopson and Adams (1976) transition cycle illustrated 
how individuals respond to change associated with positive and negative major life 
events -  “changes to the individual’s role or environment that require radical 
restructuring of the individual’s view of themselves and their world” (Williams, 2005, 
para. 6.). Williams described the functional and dysfunctional emotional and 
cognitive responses of the individual as they progress through stages of adapting to 
change, from shock, provisional adjustment, inner contradictions, and inner crisis to 
re-construction and recovery. This process involves behavioural and cognitive 
restructuring, in this way I have found it a useful explanatory framework for the 
changes that I have observed in my clients at my clinical placement. For example, 
one client presented to me in the crisis stage of depression and generalised anxiety
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disorder, through the therapeutic work I am conducting with him, he is now exploring 
different ways of looking at his worrying thoughts and is undergoing a process of 
cognitive restructuring. Work will soon progress into the testing stage where through 
Socratic questioning; the basis for his dysfunctional thoughts will be sought.
My experience of coping with the changes that the course has confronted me with has 
led to a realisation of how stressful change can be, this has increased my empathy 
towards clients who are going through a process of change -  of their view of 
themselves, of others and of the world, and has led to an heightened appreciation of 
how difficult this can be.
As the transition cycle is a fairly complex model, the group spent some time 
discussing various options regarding the most informative yet entertaining way in 
which to present it, from this a decision to act out each stage and put this to music 
emerged naturally. During the final two rehearsals of the presentation, it became 
apparent that the presentation was more dependent upon us acting out the different 
stages of change than I had first realised. I feel very self-conscious acting and had to 
work hard to overcome this.
The narrative of the presentation was decided upon collaboratively; it involved a 
description of how we arrived at the topic of the presentation, our rationale for 
choosing the model and its description, and then the dramatisation of each stage of 
this model with reference to our transition from being initially rejected from a course, 
being accepted, and then adapting to being on the course. Each stage was illustrated 
by a person enacting a quote that reflected the emotion felt by a group member at each 
stage of the model, this was reinforced by a written sign of the quote, accompanied by 
an extract from a popular music piece that reflected the emotions of that stage. The 
coping skills we used to deal with the stress of change were then explained, 
accompanied by appropriate music. The presentation ended with an evaluation of the 
model and a reflective account of the process by which the exercise was achieved.
The presentation was fairly jovial in style and I feel it was well received by the 
audience. Though initially worried that it would look unprofessional, I feel its
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originality and mix of presentation techniques worked well. I learnt to overcome my 
self-consciousness regarding acting and actually enjoyed this aspect of the 
presentation!
THE GROUP PROCESS
During our first meeting of the CDG, the emphasis seemed to be on developing 
relationships with each other and sharing our experiences. We decided upon the roles 
within the group and everyone seemed to be honest about what they felt comfortable 
doing - 1 found this honesty heartening and hoped it would continue throughout our 
time as a CDG.
However, during the second meeting there was a small degree of disagreement 
amongst the group as to how the task should be achieved. It seemed that the other 
group members shared the anxiety I was experiencing regarding the ambiguity of the 
task. This increased the need for a consensus and therefore it seemed that some of the 
group members’ views were not fully attended to, leading to tension and conflict. 
Some group members were more outspoken than others and the less vocal members 
may have felt unheard, this lack of equality in communication can be perceived as a 
weakness in the group process. The disagreements this caused underlined the 
importance of engaging the less vocal group members in the discussion. I feel that we 
are still learning how each of us acts within a group and we need to be mindful of each 
other’s communication styles and how this impacts upon fulfilling the needs of each 
group member.
During the third session, more attention was paid to allowing everyone an opportunity 
to give his or her view. Because of this, I felt more able to speak my mind. Yet I was 
anxious that other group members might have perceived me to be too outspoken and 
sought reassurance following the meeting. This increased my awareness of my own 
insecurities regarding how others perceive me and has led me to question my view of 
myself as a confident person.
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It was during this third meeting that our ways of working as a group developed; the 
idea of keeping an agenda and stating a time line was introduced. Thus our method of 
tackling the task became more focused, which made me feel more comfortable as I am 
used to working in a more structured manner.
During the next six meetings, the other group members and I seemed to grow in 
confidence and became more comfortable expressing our opinions, perhaps because 
we were more concentrated on the task rather than attempting to make a good 
impression on others. When focusing on the task, and once the issues surrounding 
this has been clarified, it seemed that the group worked more energetically and 
cohesively than previously. The shared task and each person's increasing confidence 
and knowledge of each other seemed to facilitate the development of good inter­
personal relationships.
When examining group processes in preparation for developing an in-patient support 
group as part of my clinical work, I encountered Tuckman’s (1965, cited in Smith, 
2005) model of the developmental sequence of groups and feel this model enhanced 
my understanding of the process by which the group developed. Tuckman described 
four stages in group formation: ‘forming’, ‘storming’, ‘norming’ and ‘performing’. In 
the first, ‘forming’ stage individuals orientate themselves to interpersonal and task 
behaviours through testing and develop dependency relationships with other group 
members, this echoes our experiences of the first CDG meeting. The second meeting, 
where disagreements arose, is comparable to the second stage in Tuckman’s model, 
‘storming’ which “is characterised by conflict and polarization around interpersonal 
issues” (Smith, 2005, pp.2). The third meeting, where structure to the meetings was 
introduced and personal opinions were more readily expressed resembles the stage of 
‘norming’, it was during this meeting that I felt group cohesiveness was starting to 
develop. This cohesiveness grew stronger and the “group energy [was] channelled 
into the task” (ibid.) over the next six meetings, this corresponds to the ‘performing’ 
stage of Tuckman’s model.
I was surprised at how accurately Tuckman’s (1965) model of group formation 
described the developmental process of the CDG group because at the time, it felt less
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organised than a linear process. However, the development of the group wasn’t 
totally linear, at times, it seemed that the focus of the group members alternated 
between building interpersonal relationships and accomplishing the task. In this way, 
there was a movement between ‘norming’ and ‘performing’ (Smith, 2005, pp.3), as 
proposed by Bales (1965, cited in Smith, 2005).
Throughout this exercise, I have increased my knowledge of the process of change, 
which has informed both my clinical work and my understanding of how I respond to 
change. My understanding of group processes has been enhanced which will be useful 
in analysing the formation of an in-patient support group in my clinical placement. I 
feel we worked well as a CDG group and that although there were initial difficulties 
relating to communication style, we overcame these, thus increasing our cohesiveness. 
This has increased my confidence in our ability to perform future PBLs and in sharing 
clinical dilemmas with the CDG group. I also feel that we bonded more as a course 
group through this exercise, by observing the effort each colleague made in the PBL 
exercises and supporting each other through this.
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APPENDIX
THE TRANSITION CYCLE (WILLIAMS, 2005) 
ADAPTED FROM HOPSON AND ADAMS (1976)
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In this account I will explain how our case discussion group achieved the problem 
based learning (PBL) exercise. This exercise involved giving a presentation upon the 
issues involved in a case in which the ability of two parents with learning disabilities 
to raise their children was being questioned. The process by which the group 
achieved this task and the intra-personal and inter-personal issues which arose during 
this process will be discussed, with consideration of how this affected the group as a 
whole.
THE PROCESS OF ACHIEVING THE PBL TASK
The group were presented with a hypothetical scenario in which two twins bom of a 
mother with mild learning disabilities and a father who had attended a school for 
children with special educational needs, had been taken into short term foster care 
following a child protection case hearing. The children were on the child protection 
register due to emotional abuse and neglect. The local authority wanted to place the 
children up for adoption, believing that Mr and Mrs Stride were unable to provide 
adequate care for the children; however the parents passionately desired the return of 
the children to the family home. All parties in the proceedings had approached the 
group for help in conducting a risk assessment and if appropriate, a rehabilitation plan 
for the children. The scenario was complicated by the family’ poverty, Mr and Mrs 
Stride’s violent relationship, Mrs Stride’s two older children having been adopted and 
the parents previous non-attendance at parenting classes.
The first meeting of the group involved a discussion of all the issues involved in the 
case, drawing on information gained from lectures. In order to provide structure to the 
discussion the issues were grouped into categories and the relationships between these 
issues mapped out on a spider chart. We debated the merits and drawbacks of keeping 
children within a possibly neglectful family versus the children being raised in care or 
adopted. The knowledge I gained regarding the quality of life of looked after children 
when working with an educational psychologist 7 years ago, informed my 
contribution to this debate and made me aware of how the knowledge gained in my 
past roles can be applied in my present role as a trainee psychologist.
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The assessment process and content was examined as were the various methods of 
support that could be offered to the family. I shared an experience gained in my adult 
placement of conducting an assessment of intellectual functioning of a client to inform 
a decision regarding her ability to care for her child. The client’s child was taken into 
care and this caused me to analyse my feelings regarding my contribution to this 
process. Sharing this with the group raised my awareness of how much this had 
affected me and, along with this PBL exercise, reinforced the life changing effects of 
the contributions psychologists make upon the client and their family.
During this initial meeting, the goal of the group was decided upon, i.e. the form of 
the presentation. It was decided that the scenario was too complex for us to produce a 
presentation in which a decision regarding the placement of the children was made, 
but instead agreed to show a discussion of the relevant issues from the perspective of 
each of the professionals involved in the case.
Three options of how to present the material and the advantages and disadvantages of 
these were discussed. We decided to present the material in the form of a late night 
discussion television show, with one person playing the role of the chat show host and 
the other group members adopting the role of the professionals involved in the case. 
We felt this would provide an opportunity to include the voice of all the interested 
parties in a unique and entertaining format. It was decided to incorporate within this a 
video showing the Stride family’s reactions. The voices of service-users are often 
neglected, therefore, this was one way of illustrating the importance we put upon 
hearing their views.
Our group decision making can be perceived in terms of the ‘rational model’, based 
upon an “economic view of decision making. It is grounded on goals/objectives, 
alternatives, consequences and optimality” (Lahti, 1996, para. 9). We as decision 
makers assessed the advantages and disadvantages of the alternative presentation 
styles, whilst keeping in mind the goals of the task. We evaluated the consequences 
of choosing each alternative and made a choice based upon maximum utility.
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Hirokawa’s (1985) research indicated that the quality of a group’s decision is 
associated with the extent to which the group examines the problem, identifies the 
requirements of an ideal solution and evaluates the positive and negative aspects of 
alternative solutions. I feel that because we had such a comprehensive initial 
discussion regarding the issues involved in the case and the ways these can be 
presented, the process of achieving the task was evident. This may also have 
influenced the group decision not to have a leader; each group member had an 
understanding of how the goal would be achieved, making a ‘leader’ role redundant.
The first session ended with a provisional agenda of what would be covered in the 
next meeting and tasks for each group member to achieve prior to this. It was decided 
that the roles would be developed and the video would be recorded during the second 
session. However, I was unable to attend this session and feel that I missed out on an 
important step in the process of achieving the task.
Yet during the third session, the group provided me with comprehensive feedback as 
to what I had missed and I felt I had the necessary information in order to contribute 
fully to the rest of the development of the presentation. During this meeting we wrote 
the script collaboratively by pooling together the scripts that we had each written for 
our respective roles. This required negotiation and compromise regarding the direction 
that the presentation should take and the contribution each party should make. This 
was achieved in a non-confrontational and sensitive manner, in which each person’s 
work seemed valued.
Due to lack of time, it was decided to continue working on the script via e-mail. I 
expected the process of editing the script via e-mail to be a confusing and fragmented, 
however, it worked well. The fourth meeting was rather rushed as it took place in the 
hour immediately prior to the presentation. However, this time pressure served to 
focus our minds upon the task and, after rehearsing the script, we produced a final, 
edited version.
The presentation went well; we all performed our respective roles faultlessly. I 
anticipated feeling nervous whilst performing my role but this was not the case. I
50
have gained confidence in presenting in front of others from positive experiences of 
doing so in the first PBL exercise and whilst in my adult placement. It seemed that we 
managed to convey the various issues and differing perspectives upon these in a clear 
and concise manner. The video of the Stride family’s views was entertaining, yet I 
feel it did not trivialise the subject matter because the discussion of the various 
professionals involved was conducted in a respectful and academic way.
THE GROUP PROCESS
I felt less anxious about achieving the PBL task that I had done during our first PBL 
exercise, because I had more knowledge of the standard of presentation expected. The 
task was achieved in fewer meetings (than the previous PBL) due to the development 
of norms within the group. It seemed that we had developed ways of working within 
the group, and our relationships with one another, therefore, I felt I knew what to 
expect of each group member in terms of how they work and their level of 
commitment to achieving the goal. It seemed as if the development of the norms of 
our PBL group led to increased cohesiveness and thus we perceived ourselves as more 
of a group with a shared goal rather than a set of individuals.
I am usually a quite outspoken member of the group but upon reflection, was less so 
during this exercise. I feel this was because I missed one session and so felt I needed 
to ‘take a back seat’ at the beginning of the third session in order to catch up upon 
what I had missed. However, the comprehensive feedback I received from the other 
group members made me feel valued as a team member.
The nature of the group seemed to shift due to its changed function - from a case 
discussion group to one focussed upon the PBL. It altered from an ‘influence group’ 
which focused upon bettering ourselves through sharing our clinical experiences to a 
‘task group’, set up to achieve the PBL exercise (Pring, 2006). This shift in the nature 
of the group caused an alteration in the norms and roles of the group, we became more 
task focussed and directional, the emphasis lay on achieving the task rather than 
analysing the process by which it was achieved (hence the importance of this 
reflective account in providing an opportunity for this).
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Kozlowski et aV s (1999) theory (cited in Ilgen et al, 2005) of performance “describes 
inputs, processes, and outcomes that develop over time as teams interact in contexts 
that are both external environments of the team and are shaped by actions of the teams 
in a reciprocal causal fashion” (ibid. p.519). I feel this theory accurately describes the 
group’s performance. The task was an external input factor and the group norms an 
internal input factor, these led to ways of communicating and behaving in the group 
(the process) that resulted in the output -  the completion of task and increased 
cohesiveness. This cohesiveness will impact on later group meetings and therefore 
will also serve as an input factor in future PBL exercises.
I felt very comfortable with the process by which the PBL task was achieved. By 
sharing our knowledge and relevant clinical experiences a wealth of information was 
created from which to build the presentation. Where there were gaps in this 
knowledge, we all conducted background reading to rectify this. The setting of an 
agenda at the beginning of the sessions created a structure, which contributed to the 
ease with which the task was accomplished and also served to reduce any anxiety, felt. 
However, the group’s focus upon the task led to a lack of discussion regarding the 
process by which we achieved it. It would have been useful to meet up after the 
presentation to discuss this process and factors which the group members felt worked 
effectively and those that worked less well, this information could then be used to 
inform the way the group works in future PBL exercises.
The exercise made me appreciate the ethical issues involved in balancing the needs of 
the parents with those of the children and of the complex role of psychologists within 
this. This exercise also highlighted how professionals working with people with 
learning disabilities often focus upon their skill deficits rather than what they can 
achieve, and of how little the views of people with learning disabilities are listened to. 
This experience sensitized me to these issues and thus I am more aware of them in my 
current placement working with people with learning disabilities. My experiences in 
my current placement have also caused me to appreciate the complexities involved in 
the assessment of the skills and support needed by people with learning disabilities, as 
identified in our presentation.
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I feel that we have evolved into a stronger, more cohesive group through the process 
of achieving the PBL task. Our ways of working have become more task focussed 
and our relationships have become closer. However, writing this reflective account 
has led me to realise that as a group we need to reflect upon the group processes in 
order to examine if these are meeting all the member’s needs and to identify the 
strengths our group can develop and any weaknesses that may need to be overcome.
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The problem based learning (PBL) exercise involved giving a presentation about the 
issues involved in a Pakistani family’s concerns about their elderly father’s mental 
health and the responses of health and social services to this. This account will 
explain our case discussion group’s (CDG) presentation and the processes by which 
this was created. I have been informed by a social constructivist perspective (see 
Berger& Luckmann, 1966) in writing this account and have considered the cultural, 
societal and individual influences upon how we approached the task and issues of old 
age and cultural difference.
THE PROCESS OF ACHIEVING THE PBL TASK
The group was presented with a hypothetical scenario regarding a Pakistani family in 
which the 72 year old father, Mr Khan, had memory problems, physical health 
problems and difficulty looking after himself. Mr Khan was a widower and had two 
daughters, both bom in the UK; Shazia lived in Pakistan with her husband and 
children, and Maya married a European, was disowned by the family, had no children 
and worked long hours. Mr Khan migrated to the UK in his mid 30’s; he was religious 
but had stopped attending the local mosque as he disagreed with their response to his 
wife’s death nine months ago. Maya contacted social services due to concern about 
her father’s health and ability to cope with daily living.
The group’s first meeting involved a discussion of the main issues involved in the 
case, drawing on our own experiences and knowledge of working with older adults 
and of Pakistani culture. We discussed the importance of not assuming that Mr 
Khan’s problems were solely indicative of dementia. Although several factors 
suggested this may have been present (i.e. poor memory and self-neglect), these 
factors could also have been indicative of a lack of daily living skills, depression, or 
the grieving process.
The importance of a thorough assessment of Mr Khan’s difficulties and available 
support networks was discussed. We were mindful of the huge impact a diagnosis of 
dementia has upon the individual’s housing, job, and relationships and also upon that 
of their family. This bought to mind a powerful talk given in June 2007 by the
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husband of a woman with dementia; he explained how this diagnosis affected every 
aspect of both their lives. He also explained what he found helpful from health 
professionals (e.g. good communication) and what he found unhelpful (e.g. not being 
listened to). I have yet to embark on my older adult placement but will be mindful of 
these issues and of my need to increase my understanding of how best to respond to 
dementia.
To understand more about the family’s likely responses to Mr Khan’s difficulties, 
further reading on Pakistani culture and responses to dementia, help seeking and care 
giving was conducted. My reactions to the traditional South Asian expectation that 
women family members assume the care giving role (Milne & Chryssanthopoulou, 
2005) made me aware of my own cultural biases. As a Caucasian British woman, my 
immediate reaction was that this was sexist and demeaning. I then considered how 
this role is placed within a culture where the family is central to society, and therefore 
is more esteemed than I originally judged it to be. Indeed research in the US 
suggested that positive meaning is attached to the care giving role in black and Asian 
carers (Farran et al, 1997). This highlighted how the meaning of roles is dependent 
upon societal and cultural context.
The perspectives of the family members were discussed, and due to the lack of 
information the vignette provided, we hypothesised what these may be. We became 
aware that we had assigned the characters in the vignette to stereotypes; Shazia 
became the Muslim woman whose needs were subjugated to that of males, Maya 
represented the ‘westernised’ Muslim woman trying to ‘break free’ from inhibiting 
cultural roles, and Mr Khan was seen as the authoritarian traditionalist father.
It seemed that the use of stereotypes was a “default option -  something used when 
other information isn’t available” (Sabini, 1995, p. 133). This highlights how a lack of 
information about individuals leads to filling in the gaps using preconceptions about a 
group of people. It appeared that the information used to fill these gaps was that 
which was freely available in the media, and thus perpetuated by those who hold the 
dominant discourses in society, such as politicians and media owners, which currently
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often involves portraying Muslims in a negative light (Abdel-Mageed, 2005; Ameli et 
al, 2007).
The group was able to discuss how using these stereotypical narratives made us feel 
uncomfortable. This led to a decision not to role play the Khan family for fear of 
perpetuating these stereotypes, or being perceived as racist. The group considered 
how we had not had these reservations in a previous PBL. Our heightened awareness 
of not wanting to appear mocking of another culture and race appeared to be a 
reaction on an individual level (personal perceptions of racism) and on a societal level. 
The issue of what does, and does not constitute racism was raised at a societal level in 
the summer preceding this PBL in which one celebrity was accused of being racist 
towards another on the television programme ‘Celebrity Big Brother’ (see Boyle, 
2007). This incident was discussed within the group and felt to have led to our 
heightened sensitivity regarding how to present the PBL.
In order to present the possible views of each family member without assuming 
stereotypical roles we decided to role-play therapists role-playing the family in a 
sculpt. Each group member was put in their position in the sculpt by ‘Mr Khan’ and 
then each member, in their role as a therapist role-playing the other characters, said 
how they thought that character would feel about being placed in that position and 
about Mr Khan’s problems. We felt that by removing ourselves one step from the 
characters in the vignette we weren’t adopting a position of ‘knowing’ how each 
character would respond to the situation but adopting a position of ‘this is how they 
might respond’.
This method of sculpting seemed to enable us to examine differing responses that each 
character may have because we came from a position of ‘not knowing’, which 
increased our curiosity. I have adopted the position of ‘not knowing’ with a client in 
my current clinical work and found that this neutrality avoided issues of blame and 
encouraged disclosure. Therefore I have found this therapeutic stance useful in both 
thinking about, and working with, clients.
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The presentation content and method emerged organically from our group discussions. 
For example, when discussing how culture is sometimes thought about in terms of 
what ‘other’ people have, one group member suggested inviting the audience to think 
about which aspects of their culture would be important to be known by a therapist of 
a different culture. This helped to bring ‘culture’ to an individual level. This was 
incorporated into the start of the presentation, cultural influences upon the family and 
health professionals responses to Mr Kahn’s difficulties were then summarised, and 
then the sculpt was enacted. The presentation ended with a summary of how we had 
responded to the topic and an invitation to the audience for feedback.
The presentation went well and the audience feedback was positive. However, I feel 
that there was a lot of information presented for the audience to hold in mind and that 
although a genogram was provided in the background, a PowerPoint slide of the main 
issues considered could have been a useful aide memoir.
THE GROUP PROCESS
A new member of the CDG joined at the start of the semester and the other group 
members were keen to increase her sense of belonging within the group. Group 
norms regarding how we worked together had been constructed over the past two 
years, and these were discussed during the first PBL meeting and found to be 
congruent with the newer member’s ways of working. By discussing the group’s 
norms with the new member, the group process was attended to from the outset. This 
attention to how we interacted and worked together seemed to be maintained 
throughout, perhaps because the altered composition of the group made us more 
attuned to group processes rather than concentrating solely on the task.
I feel that the values of the year group, which I perceive as listening to and respecting 
other’s opinions and working democratically, helped in the assimilation of the new 
group member because these values echoed those of the CDG. Further, the new 
member’s relaxed yet respectful personality fitted with the CDG culture that had 
developed.
59
Each member of the CDG contributed equally in terms of work done and engagement 
with discussion. The discussions were lively and productive, which may have been 
attributable to the trust and ease with one another that had developed. A study by 
LePine & Van Dyne (1998) highlights how the ease with which we spoke may also 
have been a function of other individual and group factors. In their study of ‘group 
voice’ (the extent to which people speak within a group) LePine & Van Dyne found 
participation rates were higher for group members who had high self-esteem and 
status, were highly educated and satisfied with their group, and were in smaller, self 
managed teams.
Our group discussions and the research on ‘group voice’ caused me to reflect upon the 
difficulties some people experience within treatment groups. In my previous and 
current placement I have encountered those who remain quiet within therapeutic 
groups. The ease with which I engaged with group discussion was juxtapositional to 
the discomfort that I have witnessed in others. Reflecting upon the influence of the fit 
between the individual and the group setting upon participation in discussion brings to 
mind issues of treatment responsivity and the importance of tailoring the treatment to 
the needs of the client.
I felt at ease about achieving the PBL task because the previous two PBL tasks had 
equipped me with an understanding of the standard of presentation expected. Further, 
because the CDG norms were established I knew what the group’s expectations of me 
were in terms of commitment to the task. I also felt that the other group members 
knew me better and so was able to contribute without being worried about being 
misunderstood. Upon reflection I can now see how my need to be liked by others 
influences my behaviour within groups. My desire to be accepted by the group in the 
past has led me to be less vocal for fear of appearing too dominant or being 
misunderstood. This highlighted the importance of being aware of how I interact 
when working as a psychologist in teams in the future, i.e. of balancing my desire to 
establish good relationships with colleagues with communicating effectively.
I feel that we worked well as a CDG and have bonded as a group, due to working 
together for two years and having shared values and expectations. I feel that although
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the main focus was on creating the presentation, the group processes which led us to 
achieve this were attended to throughout, which promoted good working relationships.
The exercise enabled a sharing of clinical and personal experiences which enhanced 
my awareness of cultural and societal influences on the perception of psychological 
distress and responses to it. The process of discussing these issues also increased my 
awareness of the ease with which one slips into using stereotypical narratives to seek 
understanding of another culture and therefore the importance of attending to 
individual difference within a culture. The knowledge I have gained about services’ 
responses to older people’s mental health difficulties will make me more aware of my 
own responses when I embark upon my older adult’s placement in April. Throughout 
this exercise, and my reflections upon it, I have been mindful of the layers of meaning 
of mental distress and how this is constructed within cultural, social and individual 
spheres. Thus it has also increased my appreciation of applying a social constructivist 
perspective to psychological phenomena.
61
REFERENCES
Abdel-Mageed, D. (2005). The British media: Fair or biased? The portrayal o f 
Muslims after the London attacks. Retrieved on 5th February 2008 from 
http://www.islamonline.net/English/Views/2005/07/article07.SHTML
Ameli, S., Marandi, S., Ahmed, S., Kara, S. & Merali, A. (2007). The British Media 
and Muslim Representation: The Ideology o f Demonisation. Wembley: 
Islamic Human Rights Commission.
Berger, P. & Luckmann, T. (1966), The Social Construction o f  Reality: A Treatise in 
the Sociology o f  Knowledge, New York: Anchor Books
Boyle, J. (2007). When does ignorance become racism? Retrieved on 5th February 
2008 from http://news.bbc.co.Uk/l/hi/magazine/6275363.stm
Farran, C., Miller, B., Kaufman, J. & Davis, L. (1997). Race, finding meaning, and 
caregiver distress. Journal o f Aging and Health, 9, 316-333.
Ilgen, D., Hollenbeck, J., Johnson, M. & Jundtl, D. (2005).Teams in organizations: 
From Input-Process-Output models to IMOI models. Annual Review o f  
Psychology, 56, 517-43.
LePine, J.,& Van Dyne, L. (1998). Predicting voice behaviour in work groups. 
Journal o f  Applied Psychology, 83, 853-68
Milne, A. & Chryssanthopoulou, C. (2005). Dementia care-giving in Black and Asian 
populations: Reviewing and refining the research agenda. Journal o f  
Community & Applied Social Psychology, 15, 319-337.
Sabini, J. (1995). Social Psychology (2nd edn.). New York: W. W. Horton & 
Company Inc.
62
SUMMARY OF ADULT PLACEMENT
I spent my year long adult mental health placement at the Central Wandsworth 
Community Mental Health Team between 2nd October 2005 and 22nd September 2006. 
I assessed 23 clients and treated nine clients with a range of difficulties including 
schizophrenia, obsessive-compulsive disorder, personality disorder, depression, social 
phobia, generalized anxiety disorder, bereavement issues, stroke related problems, 
learning disabilities and alcoholic dementia. I saw clients from a wide age range and 
from a broad spectrum of ethnic backgrounds. I worked directly with clients and 
families and worked indirectly with staff. I worked independently and with other 
professionals, including a CPN, SHO and SPR. I also provided consultation to a SHO 
regarding the treatment of one client.
Most clients were seen as out-patients; however, I also assessed one client in a day 
centre, conducted neuropsychological assessments with two in-patients and visited 
two clients at home. I contributed to service development by conducting a survey of 
in-patients’ requirements for a support group and helped write the findings of this into 
an article for publication. I designed and co-facilitated this group on an acute in­
patient ward with my supervisor; this was attended by 4-8 clients. For one session a 
week I worked in a Mother and Baby Unit where I worked jointly with the Assistant 
Psychologist and attended the weekly ward round.
Throughout this placement I used a range of psychometric tests and standardised 
measures. CBT was the main psychological model used but I also used Schema 
focused therapy. I attended three training courses: a care planning and MDT 
workshop, CMIS training and child protection and risk assessment training.
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SUMMARY OF LEARNING DISABILITIES PLACEMENT
I spent my 6 month long Learning disabilities placement at the Merton Team for 
People with Learning Disabilities between 11th October 2006 and 23rd March 2007. I 
assessed six clients and treated four clients with learning disabilities ranging from 
mild to moderate. The clients’ problems included Asperger’s Syndrome, bi-polar 
disorder, epilepsy, anxiety, fragile X Syndrome, Down’s Syndrome, Williams’ 
Syndrome, Tetrosomy 18p and clients who self harmed and displayed challenging 
behaviour. I saw clients of ages ranging from 25 to 59 years, of different genders, 
religions and from a variety of ethnic backgrounds. I worked with clients, families 
and staff both directly and indirectly.
I saw clients in a variety of settings including their homes, day centres, college and 
care homes. I contributed to service development by designing and co-facilitating an 
assertiveness skills course with the Assistant Psychologist which ran for eight weeks 
and involved six clients. I co-facilitated a one day workshop with my supervisor on 
challenging behaviour attended by nursing staff.
I conducted one neuropsychological assessment and used a range of psychometric 
tests and standardised measures, including an ABAS conducted through an interpreter. 
CBT and behavioural therapy were the main psychological models used but clients 
were also discussed within supervision using systemic and psychodynamic 
frameworks. I attended two training courses: a workshop on the future of the service 
and communicating with people with learning disabilities training.
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SUMMARY OF CHILD AND ADOLESCENT PLACEMENT
I spent my 6 month long child and adolescent placement at Sutton Child and 
Adolescent Mental Health Team between 4th April 2007 and 21st September 2007. I 
assessed 13 clients and treated eight clients with problems including eating 
difficulties, self esteem issues, obsessive-compulsive disorder, depression, deliberate 
self harm, challenging behaviour, trauma related difficulties, Asperger’s Syndrome, 
Down’s syndrome, neurological damage, ADHD, Autistic Spectrum Disorder and 
anxiety. The clients ranged in age from 4 to 17 years; they were all Caucasian but 
came from a variety of socio-economic backgrounds. I worked directly and indirectly 
with the clients, family and teachers.
I mainly saw the clients as out-patients but also conducted a psychometric assessment 
and behavioural observation at a school. I conducted a neuropsychological assessment 
and also used a variety of standardised tests (BAI youth, BDI youth and Y-BOCS) 
during treatment. CBT and systemic therapy were the main psychological approaches 
and I also used narrative therapy with two clients and behavioural therapy with three.
I also worked jointly with my supervisor using the Parent Child Game.
I gave a presentation on phobias to the MDT, along with a Trainee Psychologist 
colleague. I attended many meetings with the MDT to discuss their roles and also with 
a psychologist from the Youth Offending Team. I observed an ADHD clinic and a 
Sleep and Behaviour Clinic, visited a Family Centre and attended a psychotherapy 
workshop.
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SUMMARY OF SPECIALIST PLACEMENT
I spent my 6 month long specialist placement at Broadmoor Special Hospital between 
2nd October 2007 and 28th March 2008. I assessed six clients and treated three clients 
with problems including personality disorder, binge eating disorder, self esteem 
issues, schizophrenia, learning disabilities, frontal temporal dementia, and offence 
related issues. The clients had complex histories of childhood abuse, violence and 
substance misuse and all had committed serious violent and, in the majority of cases, 
sexual offences. The clients were all male because it was a male only Special 
Hospital and they ranged in age from 31 to 63; they were all Caucasian but came from 
a variety of socio-economic backgrounds. I worked directly and indirectly with the 
clients and staff.
I conducted a formal risk assessment (using the Violence Risk Scale) and personality 
assessment (using the MCMI-III, STAXI-II and Blackburn’s CIRCLE) as well as a 
full neuropsychological assessment (using the WAIS, WMS, Stroop, COWAT, Rey 
figure, Hayling & Brixton, Trail making, Revised eyes, ASQ and advanced theory of 
mind). I co-facilitated a pre-transfer group with a Clinical Psychologist and an 
Occupational Therapist for six clients. CBT and systemic therapy were the main 
psychological approaches and I also used narrative therapy, solution focussed therapy 
and motivational interviewing.
I observed three admission panels and two ward team meetings and I presented my 
psychology reports at three CPA meetings. I also attended two research conferences.
66
SUMMARY OF OLDER ADULTS PLACEMENT
My six month long older adults placement was spent at Sutton Community Mental 
Health Team for Older adults between 9th April 2008 and 30th September 2008. I 
assessed 12 clients and treated three clients with problems including depression, 
adjustment difficulties and anxiety, this included therapeutic work with one couple. I 
interviewed and assessed six clients with memory difficulties for a cognitive 
stimulation group and co-facilitated two of these group sessions with the assistant 
psychologist. I worked with male and female clients ranging in age from 60 to 88. I 
worked directly with clients and indirectly with care staff, the latter included 
intervention aimed at reducing behaviour that challenged care services. CBT was the 
main therapeutic approach utilised, however, narrative therapy was used within the 
couples work and psychodynamic formulations were discussed during supervision.
I conducted three neuropsychological assessments examining age related cognitive 
impairment including dementia using a wide range of assessment tools including the 
Hayling and Brixton, WAIS, WMS, BADS and NART. I presented a challenging 
behaviour case at a psychologists meeting and I attended many service development 
meetings. I worked closely with other members of the multi-disciplinary team, went 
on joint visits with community mental heath nurses and observed my supervisor in a 
variety of meetings and home visits.
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SUMMARY OF ADULT PLACEMENT CASE REPORT 1
Schema focused cognitive behavioural therapy with a 30 year old man presenting 
with intrusive thoughts, anxiety and depression.
John was seen for weekly one hour sessions over the course of six months. John had a 
history of low self esteem, depression, and alcohol abuse. John described his 
childhood as unhappy and his mother as hyper-critical who frequently abandoned him.
John presented with constant intrusive thoughts regarding an ex-girlfriend and an 
acquaintance. John fantasised about having a relationship with these women and 
worried about being unable to control these thoughts.
John’s BDI and BAI scores indicated he had severe depression and moderate anxiety. 
The Young Schema Questionnaire scores suggested that John held emotional 
deprivation, abandonment, failure, subjugation, and emotional inhibition schemas.
A thought diary revealed John’s meta-beliefs about his thoughts and his counter 
productive safety strategies.
The initial formulation was that John’s difficulties contained elements of generalised 
anxiety disorder and obsessive-compulsive disorder. CBT was started but it became 
apparent that John’s core beliefs were blocking progress because he felt he did not 
deserve to recover.
Schema focused therapy was then used to identify the origins of his maladaptive 
schemas; this led to a reformulation of the problem. It appeared that John’s fantasies 
were a maladaptive coping response to his fear of abandonment -  they stopped him 
from engaging in relationships and therefore reduced the chances of abandonment.
The therapy was on-going but John’s understanding of his difficulties increased and 
his hopelessness decreased.
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SUMMARY OF ADULT PLACEMENT CASE REPORT 2
Cognitive behavioural therapy with a woman presenting with social phobia and
depression.
Jane was seen once a fortnight for seven one hour sessions. Since 1992 Jane had 
suffered from depression and abused alcohol. She had abstained from alcohol for 6 
months prior to treatment.
Jane’s BDI scores indicated she had severe depression, Jane scored highly the 
Anxious Thoughts Inventory (Wells, 1994) and on the Social Cognitions 
Questionnaire (Wells et al, 1993). Jane had panic attacks in public places and a 
thought diary revealed Jane’s anxiety levels and counter productive safety strategies.
Jane described a lack of motivation to engage in activities as her primary concern. An 
initial CBT formulation was constructed. Jane completed behavioural experiments 
aimed at increasing her motivation but it became apparent that her anxiety at being in 
public was hindering her success. Therefore, reducing her social phobia became the 
focus of the treatment. Wells’ (1997) cognitive model of social phobia was used to re­
formulate Jane’s problems. Jane’s projected self appraisal (that others saw her as an 
alcoholic) appeared to underlie her social phobia and behavioural experiments were 
designed to counter this.
However, Jane stopped attending treatment at this point and did not contact the service 
again. It was hypothesised that she was adapting to life without alcohol and was not 
ready to tackle her social phobia at this time. Jane’s ability to self reflect had 
increased throughout treatment and it was hoped she would re-engage with services in 
the future.
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SUMMARY OF LEARNING DISABILITIES PLACEMENT CASE REPORT
Behavioural assessment and management for a woman with moderate to severe 
learning disabilities presenting with behaviour that challenges.
Kate had a congenital learning disability, her IQ was less than 30, she was blind and 
was raised in an institution, and she had a long history of self injurious behaviour.
She had been referred by her care home because she put her hand down her throat 
until she gagged 10-15 times a day, particularly after food. This posed a risk to Kate’s 
health and care staff were reluctant to take her into the community as this behaviour 
distressed members of the public.
I interviewed all staff involved in Kate’s care, conducted two continuous observations 
of Kate, met with her three times, and asked the care home staff to complete 
frequency charts and Motivation Assessment Scales.
It appeared that Kate’s behaviour was motivated by sensory stimulation and by 
attention. A behavioural formulation was constructed which detailed Kate’s 
vulnerability factors, the precipitants of lack of attention and stimulation, contextual 
factors such as lack of staff and the maintaining factors of stimulation gained from the 
behaviour and secondary stimulation from staff cleaning her hands afterwards.
Behavioural guidelines were introduced which involved an increase in staff interaction 
with Kate and a delay between the target behaviour and cleaning Kate’s hands. 10 
weeks after the implementation of the programme care staff reported a marked 
reduction in the behaviour.
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SUMMARY OF NEUROPSYCHOLOGICAL CASE REPORT
Cognitive assessment conducted with a nine year old girl with occipital lobe 
damage, epilepsy and Turner Syndrome
Amy was referred to the CAMHS by an Educational Psychologist for further 
assessment of her cognitive, perceptual and spatial skills following concerns raised by 
her parents and teachers.
A literature review was conducted concerning research on the effect of childhood 
brain injury, epilepsy and Turner Syndrome on cognitive functioning and the 
prognosis of this.
It was hypothesised that Ann’s neuropsychological profile would be consistent with 
early childhood cerebral trauma and epilepsy, i.e. global cognitive deficit, poor 
memory, attention, processing speed, executive functioning and visual-spatial 
abilities. It was also hypothesised that the latter would be particularly deficient due to 
the presence of Turner’s Syndrome and occipital lobe damage.
The Wechsler Intelligence Scale for Children (4th edition), Wechsler Individual 
Achievement Test (2nd edition), Children’s Memory Scale and Delis-Kaplan 
Executive Functioning System were conducted and the results supported the above 
hypotheses. Recommendations were made to help Amy cope with her intellectual 
difficulties both within the home and at school.
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SUMMARY OF SPECIALIST PLACEMENT CASE REPORT
Narrative therapy with a man presenting with obesity, borderline personality 
disorder, and low self esteem in a high secure forensic setting
Gary had been detained in a High Security Special Hospital since 1996 for sexual 
offences against women and children. He had a long term problem with obesity and 
following chest pains, was residing in the medical ward. Gary was referred for 
psychological treatment of his over eating. He was seen for weekly hour long 
sessions over 13 weeks.
Gary’s upbringing was characterised by sexual abuse and violence. He had very low 
self esteem as measured by the Culture Free Self Esteem Inventory and he met the 
criteria for binge eating disorder.
A formulation was developed using a social constructivist approach which 
acknowledged the contribution of social, cultural and familial influences upon his over 
eating. The contribution of his childhood experiences to his borderline personality 
disorder and the difficulties Gary had in controlling his emotions were part of this 
formulation. The over eating was seen as a way for Gary to cope with his emotions, 
especially those arising from his low self esteem.
Solution focussed therapy was used to encourage Gary to develop alternative ways to 
cope with his emotions and to adhere to a diet. Narrative therapy was also used to 
externalise Gary’s low self esteem and to develop an alternative life story.
Gary engaged well with this approach and although he only lost 12kg, his sense of 
control over his low self esteem increased and he reported a greater sense of self 
understanding and mastery.
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ABSTRACT
Most of the CMHTs in the NHS Trust under study have over the recommended 
number of clients on their caseload, which has implications for client care. This small 
scale, exploratory study used a self-designed interview schedule comprising of open- 
ended questions in order to examine the reasons why clients are discharged and 
difficulties care co-ordinators encountered in discharging clients. The objective was to 
generate a discharge plan, based upon these findings, which once refined through 
further research, could be used by the care-coordinators within the CMHT.
One CMHT was used as a sample of all the CMHTs in one NHS Trust; all 13 of the 
care co-ordinators in this CMHT were interviewed. This produced both quantitative 
and qualitative data, the content of the latter was analysed semantically. The results 
showed that a common reason for discharging clients was that they had recovered, as 
shown by mental stability and improved functioning. Indicators of mental stability 
and a lack of need for intensive ongoing follow-up were identified. The most 
common reason for being unable to discharge clients was that they were dependent 
upon the service. Solutions to this were generated, the most popular of which was a 
clear discharge plan. Based upon the research results, a discharge plan utilising a 
discharge checklist was suggested, as were further recommendations regarding team 
practice.
The objective of the study was fulfilled, a discharge plan was produced that once 
researched further, could be used by CMHT care co-ordinators to promote client 
discharge and reduce caseload size.
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INTRODUCTION
The de-institutionalisation of people diagnosed with mental illness in the 1980’s led to 
an increase in people with long-term mental health problems being cared for in the 
community. In UK Community Mental Health Teams (CMHTs), this care is delivered 
through a case management model; Kanter (1989) describes this as:
“A modality of mental health practise that, in co-ordination with the traditional 
psychiatric focus on biological and psychological functioning, addresses the 
overall maintenance of the mentally ill person’s physical and social 
environment with the goals of facilitation of his or her physical survival, 
personal growth, community participation and recovery or adaptation to 
mental illness” (ibid. p.361, cited in Muir-Cochrane, 2001, pp.211).
According to the operational policy of the NHS Trust of the CMHT under study; “[i]n 
order to ensure that all clients and their relatives/carers receive adequate treatment and 
support... a CMHT should have a caseload of no more than 300 people” (Perkins & 
Choy, 2003, p.9). “Patients should be discharged back to primary care promptly when 
they are recovered. This is essential to protect capacity for new referrals”
(Department of Health, 2002, p. 16). Yet because “priority is accorded to those people 
referred who have more complex and/or enduring mental health problems” (Perkins & 
Choy, 2003, p.7) it can be difficult to discharge some clients5 on a CMHT’s caseload.
New referrals are accepted despite the caseload being over the recommended amount, 
thus it seems the way to reduce caseload size (and therefore ensure adequate quality of 
care for clients) is to increase the amount of people discharged. However, this needs to 
be done in such a way that continuity of care is not compromised. Demand always 
seems to outstrip supply -  most of the CMHTs in NHS Trust of the CMHT under 
study have a caseload over the recommended 3006.1 have chosen one CMHT as a 
sample of the CMHTs within this NHS Trust in order to examine how discharge 
planning could be more efficient.
5 The term ‘client’ is used throughout this report because this is the term that is used within the CMHT 
under study.
6 According to figures on the Clinical Management Information System on 26.05.06
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At present, the CMHT under study manages a caseload of 3467 adult clients and is 
aligned to seven GP practices. Each professionally qualified member of the CMHT is 
a care co-ordinator and thus responsible for compiling, communicating and reviewing 
clients’ care plans (see appendix p. 11 for a detailed explanation of this role). The 
number of clients on each care co-ordinator’s caseload is based upon their role and 
number of hours worked (see appendix p. 12). This also affects the proportion of their 
caseload that has a standard8 or enhanced level of care9. For those on a standard level 
of care planning, discharge decisions are made between the clinician and the client. 
For those on enhanced care planning, discharge decisions are discussed with the 
multidisciplinary team, the client, their relatives/carers and other professionals 
involved in their care (Perkins & Choy, 2003).
Discharge seems to be preceded by a significant period of mental stability indicated 
by an absence of relapse and crisis, improved level of functioning, and the client no 
longer requiring intensive ongoing follow-up. However, there is no agreed discharge 
protocol for the care-coordinators within the CMHT to follow. For example, for how 
long should a person be mentally stable before they are discharged? What level of 
functioning needs to be demonstrated in order to necessitate less intensive follow-up?
By collating the care-coordinators’ reasons for discharging clients, standard discharge 
criteria may be developed. The aim of clarifying the circumstances under which it is 
appropriate to discharge a client, is to facilitate more discharges and thus reduce 
caseload size. By examining why it is difficult to discharge some clients, ways to 
overcome these obstacles and/or manage these clients in an alternative way may be 
generated.
7 Figure taken from Clinical Management Information System on 26.05.06
8 “The standard level o f care planning is designed for those who have shorter term, less complex, health 
and social care needs, where a single professional is involved in providing their treatment and support” 
(Perkins & Choy, 2003, p. 10).
9 “The enhanced level o f care planning is designed for those who have more complex, longer term, 
health and social care needs and/or where the input of more than one profession or service must be co­
ordinated” (Perkins & Choy, 2003, p. 11)
76
AIMS
To identify the most common reasons for discharging clients from the service and 
why it is difficult to discharge some clients. To generate a discharge plan, based upon 
these findings, which, once refined through further research, could be to be used by all 
the care-coordinators within the CMHT.
METHODS
Participant Selection and Characteristics
The CMHT under study was used as a sample of the population of CMHTs within one 
NHS Trust. All 13 mental health professionals that were care-coordinators in the 
CMHT were interviewed. The sample consisted of three Social Workers, one Social 
Worker/Team Manager, one Occupational Therapist, three Community Psychiatric 
Nurses, one Specialist Registrar, one Senior House Officer, two Consultant 
Psychiatrists and one Consultant Clinical Psychologist.
Measures
A self-designed structured interview schedule comprising of 15 open-ended questions 
was used. Open-ended questions were chosen because this study was exploratory and 
aimed to gather personal opinions and experiences. The questions covered caseloads, 
discharges, mental stability, lack of need for follow-up, discharge difficulties, and 
solutions to these (see appendix p. 13-15). The content was developed using 
information regarding discharge decisions in the CMHT’s operational policy (Perkins 
& Choy, 2003) and from discussion with the placement supervisor. Face to face 
interviews rather than self-completed questionnaires were chosen because they 
allowed for clarification of questions and answers and were assumed to have a higher 
response rate.
Procedure
Each of the care coordinators was approached individually and their verbal consent to 
be interviewed gained. They were interviewed individually in a private room within 
the CMHT premises by the researcher who transcribed the answers verbatim
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(excluding verbal tics and pauses, for ease of analysis). Each interview lasted 
approximately 10 minutes and they were held over a period of two months. The 
results will be presented to the team in the business meeting on 2.7.06 (see appendix
p . 16) .
ANALYSIS AND RESULTS 
Analysis
The interview schedule produced both quantitative and qualitative data. The 
quantitative data was analysed using descriptive statistics due to the small sample size. 
The qualitative data was examined using content analysis, following a method 
outlined by Coffey & Atkinson (1996). Content analysis was preferable to thematic 
analysis because each question generated specific answers rather than general themes. 
This form of analysis allowed for the frequency of answers to be counted thus 
highlighting the shared experiences of the team. All the interview answers were 
entered into a table for ease of analysis (see appendix p. 17-24). The interview answers 
were read repeatedly to gain an understanding of the concept/s within each answer. 
The answers were then coded semantically into categories according to these 
concepts, which were treated as separate coding units. The coding units and related 
answers were then entered into a coding manual (see appendix p.25-31). Each concept 
was exclusive to one code because they were specific to each question.
By identifying and re-ordering the data, this coding strategy allowed me to find to 
structures and patterns within the data, which aided the construction of a discharge 
plan.
Results
There were no major differences in the views of the different mental health 
professionals interviewed; therefore the sample was treated as homogenous.
Eight of the 13 care coordinators had a caseload larger than that recommended by the 
Trust policy. Seven care co-ordinators either did not know what their caseload should
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be according to the policy or were incorrect in their assumptions (see appendix p.32 
for full caseload details).
Table 1: Reasons for discharges in previous month
Code description N. N. %
extracts answers answers
Input no longer needed -  recovered/end of 8 6 46
treatment
Non-attendance 8 6 46
Service inappropriate/not needed 4 3 23
N.B. the % do not summate to 100 because many participants gave more than one answer.
Table 2: Indicators of mental stability
Code description N.
extracts
N.
answers
%
answers
Medication compliance 4 4 31
Absence/reduction in symptoms/maintenance of 
mental health
9 7 54
Positive feedback from formal & informal support 
systems
4 4 31
Improved level of functioning/engaging in 
activity/coping
8 6 46
Absence of relapse/crisis 6 5 38
Service no longer needed 3 3 23
N.B. the % do not summate to 100 because many participants gave more than one answer.
Chart 1: Average length of mental stability prior to discharge
21%
□  Don't know
□  1-5 months
□  6-12 months
□  2 years
Table 3: Indicators that intensive long term follow up is no longer needed
Code description N. N. %
extracts answers answers
Medication compliance 3 2 15
Mental stability/reduction in symptoms/fewer crises 9 8 61
Improved level of functioning/coping 5 3 38
Independence/autonomy 4 3 23
Reduction in risk 3 3 23
Use of other agencies & support networks 6 5 46
N.B. the % do not summate to 100 because many participants gave more than one answer.
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Table 4: Most common reasons for discharging clients
Code description N. N. %
extracts answers answers
Improvement/stability of mental state 8 8 46
Medication compliance 2 2 15
Input no longer needed - recovered/end of treatment 7 6 46
Supported by other agencies 4 3 23
Non-attendance 6 6 46
N.B. the % do not summate to 100 because many participants gave more than one answer.
Chart 2: Care co-ordinators who have been/are unable to 
discharge clients
In the past have 
been unable to 
discharge clients 
46%
Currently unable 
to discharge 
clients 
54%
Chart 3: Number of clients on caseload unable to discharge
5tT
4-
Frequency of 3 
answer 2
1
0
2 3
Number of clients
12
Table 5: Reasons for inability to discharge clients
Code description N.
extracts
N.
answers
%
answers
Client dependence 7 5 38
Client objects to discharge 3 3 23
Lack of alternative care/reluctance of other agencies 
to accept referral
2 2 15
Risk of client 3 3 23
N.B. the % do not summate to 100 because many participants gave more than one answer.
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Table 6: Solutions to problems with discharging clienl:s
Code description N.
extracts
N.
answers
%
answers
Communication with other services 2 2 15
Greater role of GPs/closer relationship with GPs 4 4 31
Accessibility/availability/effectiveness of other 
services
5 5 38
Clear discharge plan/policy 9 6 46
N.B. the % do not summate to 100 because many participants gave more than one answer.
Table 7: Suggested methods of caseload management
Code description N.
extracts
N.
answers
%
answers
Communication within team and with other services 5 3 23
Support from the NHS Trust 2 2 15
Accessibility/availability/effectiveness of other 
services
4 2 15
Supervision to monitor caseload 3 2 15
Clear discharge plan 4 2 15
Different caseload management system 2 2 15
N.B. the % do not summate to 100 because many participants gave more than one answer.
DISCUSSION
Discussion of Results
Due to word constraints, only results pertaining to the proposed discharge protocol are 
discussed.
The most prevalent reasons for discharge are shown in tables 1 and 4. Aside from non- 
attendance, one of the most common reason was the CMHT’s services were no longer 
needed because the client had recovered, e.g. “they had completed their agreed work -  
sorted their problems”. It appeared that this recovery was signified by stability of 
mental state and a lack of need for intensive long-term follow up due to improved 
functioning and end of treatment. In order to generate a detailed discharge checklist 
to aid decision making, what these terms meant in practice was explored.
As shown in chart 1, the majority of the care-coordinators felt that a client’s mental 
state needs to be stable for 6 -  12 months before discharge. Table 2 shows that most 
care co-ordinators thought mental stability was indicated by an absence or reduction 
of psychopathological symptoms to a manageable level. An improved level of
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functioning, shown by a client’s coping skills and engagement in daily activity was 
also an indicator. Absence of a relapse in their mental health problems shown by no 
hospital admissions or ‘crises’ was cited, as was compliance with medication. 
Feedback from formal and informal support systems was also deemed important in 
assessing the stability of a client’s mental state.
Many of the indicators of a lack of need for long term follow up echoed those that 
indicated a stable mental state, as shown in table 3. Being able to function 
independently was also highlighted as important, e.g. “show they can do well without 
me”, as was use of formal support systems.
As chart 2 shows, all of the care co-ordinators have been unable to discharge clients 
either in the past or currently. The majority were experiencing difficulties presently, 
with numbers of difficult to discharge clients ranging from one to 12 (see chart 3).
As illustrated in table 5, the most frequent reason for an inability to discharge clients 
was their dependence upon the service, e.g. they “have been under the care of mental 
health services for many years ... ‘professional patient’”. Aligned to this were clients’ 
objections to discharge. Table 6 shows the most common solution to this problem 
was an increase in provision of alternative sources of treatment and support, e.g. 
“widening individual’s support network as part of the intervention”, this would also 
reduce the lack of alternative care (another identified barrier to discharge). Better 
communication with other services, including GPs may aid the use of alternative 
sources of support. Although the CMHT policy states that “partnership with ... GP 
practices is ...promoted by regular clinical liaison meetings” (Perkins & Choy, 2003, 
p.5), these may be too infrequent. An increase in the role of GPs, facilitated through a 
closer relationship, was also cited as a solution to clients’ dependency upon the 
CMHT and an area for improvement in caseload management (see table 7); “[we] 
have to try to work a bit more with primary care. Speaking directly to the GP to check 
if can get them to see them [clients] every 3 months”.
The most cited solution to discharge problems was having a clear, structured 
discharge plan set within a specified time period. It was suggested this would prepare
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the client for discharge more effectively, e.g. “preparing people for discharge more, 
within a time frame, more concrete discharge plan”. The perceived high risk10 of a 
client was identified as a barrier to discharge (and conversely, low risk as an indicator 
of no longer needing follow-up) and clarity of discharge criteria was cited as a 
solution to this.
The need for a formal discharge plan was again highlighted in the participants’ 
suggestions about other forms of caseload management (see table 7). Ideas about 
what this would involve were generated: “discharge planning at the point of 
assessment”, and “use of clear/objective indicators of progress/improvement (pre and 
post), e.g. questionnaires”.
Improved communication within the team and improved caseload supervision during 
which a “supervisor [will] go through caseload with you in order to think about length 
and intensity of care” was cited as a way of facilitating discharges. The CMHT policy 
(Perkins & Choy, 2003) states that this should occur once a month, however, perhaps 
this needs to occur more frequently.
Two different caseload systems were suggested, one that included having a mix of 
short-term and long-term clients on the caseload. This was aligned to the second 
suggestion; a “grading of intensity of input needed (e.g. colour codes), a different 
system from enhanced and standard CPAs - . . .  more continuum”. Interestingly, this is 
about to be implemented across the Trust. Termed ‘Zoning’ it refers to a more fluid 
method of case management in which clients’ needs are categorised into different 
colour codes. “This provides a rapid indication of the priorities for different patients, 
how resources might be targeted and the team’s workload.” (Gamble, 2006, para.l).
Implications for Clinical Practice
The results of this exploratory study informed the recommendations below regarding a 
discharge plan, utilising a discharge checklist. Both these need to be researched 
further prior to implementation and may include procedures that are already practised.
10 ‘Risk’ was assumed to mean risk o f relapse in mental health problems and risk o f harm to self and 
others.
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Proposed discharge plan
1) To be constructed with the client as part of the initial assessment
2) To include:
a) Agreed treatment goals (using the discharge checklist)
b) Plan of action to achieve treatment goals
c) Method of assessing if the treatment goals have been achieved (use of 
standardised measures pre and post treatment)
3) Identification of formal alternative sources of support and treatment and this to 
be communicated to services
4) Informal sources of support to be promoted as part of the intervention.
5) To be set within a specified time period, including a probable discharge date.
Proposed discharge checklist
1) Mental stability, as indicated by:
d) Absence/reduction of psychopathological symptoms to a manageable 
level for a period of 6 -  12 months.
e) No hospital admission or other crises
2) Lack of need for intensive ongoing follow-up, as indicated by:
a) Improved biological, social, occupational functioning, including 
activities of daily living
b) Ability to function independently
c) Improved coping skills
3) Medication compliance
4) Reduction in risk
Other recommendations
To increase the frequency of meetings with GP practices.
To increase the frequency of caseload supervision meetings.
To use the CPA review meeting to think about clients’ needs within a ‘zoning’ 
framework, with the emphasis on moving the client towards discharge.
Improved information regarding care co-ordinators caseload requirements according 
to the Trust policy.
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Limitations of the Study and Conclusion
This was an exploratory study, based upon a small sample, the conclusions of which 
are therefore tentative. Further research is needed to confirm the results and enhance 
the utility of suggestions made; incorporation of clients’ views upon discharge 
planning should be integral to this.
Due to the different compositions and working practices of other CMHTs within the 
Trust, the sample used may not be truly representative; therefore the generalisability 
of these findings is limited. However, the implications for practice could be altered to 
enhance applicability.
To increase the validity and utility of the interview schedule, it could have been 
piloted prior to the interviews, for example some questions were redundant to the 
research aims. Further, to increase the reliability of the analysis, the coding 
categories should have been checked by a disinterested party. These were not 
conducted due to time constraints.
Despite the limitations of the study, the aim of producing a discharge plan that once 
researched further, could be used by CMHT care co-ordinators to promote client 
discharge and reduce caseload size was fulfilled.
The findings of this research are applicable on a wider level, they have highlighted 
that many care co-ordinators within CMHTs have a caseload over the recommended 
limit, which may have implications for staff stress levels and client care. It has also 
contributed to clinical psychology (and other areas of mental health care) by 
illustrating the importance of concrete discharge protocols in client care and caseload 
management.
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APPENDIX
DESCRIPTION OF THE ROLE OF CARE CO-ORDINATORS 
TAKEN FROM THE NHS TRUST POLICY (PERKINS & CHOY, 2003, P.13)
“The care co-ordinator for those on the standard level of care planning is responsible 
for:
• Compiling the care plan in conjunction with the person concerned and 
communicating it to them, either in the form of a copy of the letter outlining 
the plan, or another form if this is considered more appropriate.
• Communicating the care plan to the person’s GP (and other agencies/people 
involved as appropriate, including offering carer assessments as appropriate).
• Reviewing the care plan with the person as necessary and communicating any 
changes to the GP (and other agencies/people involved as appropriate).
• Keeping the client’s records up to date in line with the Trust Record Keeping 
Policy.
The care co-ordinator for those of the enhanced level of care planning is responsible 
for:
• Writing and updating the individual care plan in consultation with the client, 
their relatives/carers (as appropriate) and the multidisciplinary team.
• Co-ordinating the successful delivery of the treatment and support indicated in 
the care plan.
• Keeping the client’s records up to date in line with the Trust Record Keeping 
Policy.
• Communicating with other agencies, personnel and relatives/carers involved.
• Ensuring that carers are offered a carer assessment and that a carer care plan is 
developed if this is needed.
• Ensuring that key changes are notified to the CMHT and other people/agencies 
as appropriate.
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• Ensuring effective communication with Child and Family Social Services 
where the client has children and there may be concerns over their safety and 
welfare.
• Organising regular reviews by the multidisciplinary team that involve the 
client and other agencies/personnel as appropriate.”
• Where applicable, managing the transfer o care from one CMHT/service to 
another.
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APPENDIX
CARE CO-ORDINATORS’ CASELOAD SIZE TAKEN FROM THE NHS 
TRUST POLICY (PERKINS & CHOY, 2003)
“A CMHT should have a caseload of no more than 300 people” (p.9)
“[I]t is expected that at least 60% of a team caseload should be on the enhanced level 
of care planning (with a minimum of no less than 40%)” (p. 11).
“No full-time, non-medical care co-ordinator should have more than 30 people on 
their caseload, with the number of people reduced pro rata for part time staff.” (p.9).
“The consultant and staff grade doctor will be responsible for care co-ordination of no 
more than 70 people. It is expected that those people for whom the consultant or staff 
grade doctor act as care co-ordinator will be on the standard level of care plan unless 
exceptional circumstances dictate otherwise” (p.9)
“The single professional providing input to those on the standard level of care 
planning will be their care co-ordinator and will usually be a Psychiatrist, Clinical 
Psychologist or Social Worker. It is expected that those for whom the Community 
psychiatric Nurse or Occupational Therapist is the care coordinator (and the majority 
of those for whom the Clinical Psychologist or Social Worker is the care coordinator) 
will be on the enhanced level of care planning unless exceptional circumstances 
dictate otherwise.” (p. 13)
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APPENDIX
INTERVIEW SCHEDULE
Date:
Role.......................................................................
Full time / part time
1. What is your current caseload?
a) Total:
b) Standard:
c) Enhanced:
2. What is the caseload you are supposed to have, according to the SWLSTG 
CMHT Operational Policy? (This may differ according to your other roles and 
responsibilities within the team)
a) Total:
b) Standard:
c) Enhanced:
3. How many people have you discharged in the past month?
4. What were the reasons for these discharges?
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5. On average, how long are clients mentally stable prior to discharge?
6. How is this mental stability indicated (e.g. absence of relapse/crisis)?
7. How is it indicated that a client no longer needs intensive ongoing follow-up?
8. What is/are your most common reason/s for discharging clients?
9. To where are they most commonly discharged?
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10. a) Is there anyone on your caseload who you believe needs to be discharged 
but you are unable to do so? If so, how many?
10. b) If no, have you ever had clients on your caseload who you believe needed to 
be discharged but were unable to do so? If so, how many?
11. Why are you unable to discharge this/these client/s?
12. Can you think of any possible solutions to this?
13. How many new referrals have been added to your caseload during the past 
month?
14. Can you think of any other method of caseload management that would be 
more effective in facilitating the discharge of clients? (i.e. what would make it 
easier for you to discharge clients?)
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APPENDIX
EVIDENCE OF FEEDBACK TO THE SERVICE
South West London and St George's
Mental Health NHS Trust
Central Wandsworth Community Mental Health Team 
Units G, H and K Garrett Court 
Furmage Street 
London 
SW18 4DF
Tel: 020 8877 9311 
Fax: 020 8877 1561
Ms Kirstv Butcher 
174 Paulet Rd 
London 
SE5 9JF
9* August 2006
Dear Kirsty,
I am writing to thank you for presenting the findings of your Service Related 
Research Project; ‘Development o f a Discharge Protocol fo r  a Community'Mental 
Health Team* to the team at today’s Business Meeting; it was most informative.
Yours sincerely,
Dr Jyothi Shenoy
Trust Headquarters, Springfield University Hospital, 61 Gfenbumfe Road, London SW17 ?D)  
Tel: 020 8682. 6000 www.swlstg-tr.nhs.uk
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APPENDIX
CASELOADS OF EACH CARE-COORDINATOR -  ACTUAL, ASSUMED AND 
ACCORDING TO TRUST POLICY (PERKINS & CHOY, 2003)
Role Full/
part
time
Total
Actual current caseload
Standard Enhanced
Assumed caseload according to 
Trust policy
Total Standa Enhanced
Actual caseload according to Trust 
policy
Total Standard Enhanced
Social worker 
& Team leader
Part 4 2 2 0
ru
0 0 0 0 0
Social worker Full** 
4 days
26 8 28 dk dk dk 25 Majority should be 
enhanced
Social worker Full** 
4 days
25 0 25 dk dk dk 25 Majority should be 
enhanced
Social worker* Part 
3 days
7 3 4 16-20 dk dk 18 Majority should be 
enhanced
CPN Full 34 5 29 30 dk dk 30 All should be enhanced
CPN Full 36 5 31 30 dk dk 30 All should be enhanced
CPN Full 34 5 29 30 0 30 30 All should be enhanced
OT Part 
3 days
24 10 14 dk dk dk 18 All should be enhanced
SHO Full 15 15 0 5 - 6
clients
dk dk Set by
supervising
Psychiatrist
Majority should be 
standard
SPR* Part 15 15 0 dk dk dk 18 Majority should be 
standard
Psychiatrist Full 80 76 4 Think
about
60
dk dk 70 Majority should be 
standard
Psychiatrist Part 
2 days
27 19 8 30 40%
(12)
60% (18) 28 Majority should be 
standard
Psychologist Part 4 
days
26 19 7 20 15 5 24 Majority should be 
standard
N.b. total policy caseloads for part time team members calculated by dividing policy total by 5 (number of working days per 
week) and multiplying by actual number of days worked per week.
*The SPR had only been in post for 2 months at the time o f interview and the Social Worker had only 
been in post for 2 weeks at time o f interview.
** Spend 1 day per week as a duty social worker so only 4 days per week at the CMHT
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RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires /
15 Negotiating access to study participants in applied NHS settings /
16 Setting up a data file /
17 Conducting statistical data analysis using SPSS /
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
/
30 Applying research findings to clinical practice I
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Background
Print media is believed to be significantly influential on the public’s moral position 
(Farrow & Brien, 2005), their perceptions of ‘paedophiles’ (Gavin, 2005) and the 
public’s views on how ‘paedophiles’ should be treated by the judicial system (Sprott 
& Doob, 1997). This treatment has appeared to focus on incarceration and little 
attention has been the paid to rehabilitation of offenders or whether this is effective in 
preventing re-offending.
Aims
The aims of this research are to explore media constructions of ‘paedophiles’ focusing 
on constructions of the ‘nature’ and ‘origins’ of ‘paedophilia’ and tracing implications 
for the rehabilitation of ‘paedophiles’.
Method
Print media in the form of newspaper articles were used to examine the research 
question. A selection of ‘popular’, ‘mid market’, and ‘quality’ newspapers, published 
over three weeks from 30 January to 18 February 2006 were analysed using 
discourse analysis (Potter & Wetherell, 1987). This method was used to examine how 
the media used language to construct ‘paedophiles’, to identify the functions these 
constructions performed, and to consider how these functions are achieved (Coyle,
2006).
Results
Forty-two newspaper articles were used in the analysis, and the majority of these were 
found in the ‘popular’ press, especially ‘The Sun’. The main themes that emerged 
were: the depersonalised construction of the ‘paedophile’ (with an emphasis on the 
inherently evil and inhuman nature of the ‘paedophile’); the blaming and positioning 
of responsibility for offending (emphasising the responsibility of professionals to 
prevent offending); and the context of child protection and rehabilitation (emphasis 
placed on custodial sentences rather than rehabilitation).
Discussion
The practical and theoretical implications of these findings were discussed (including 
the construction of ‘paedophiles’ effecting their motivation to seek help and its role
112
on the maintenance of ‘paedophilic’ behaviour), as well as the limitations of the
study.
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ABSTRACT
An exploration of the motivational structures of patients detained in a 
Dangerous with Severe Personality Disorder Unit.
This cross sectional, exploratory study examined the motivational structures of 
patients detained in one UK Dangerous with Severe Personality Disorder (DSPD)
Unit using the Personal Concerns Inventory Offender Adaptation (PCI OA, Cox & 
Klinger, 1999). The PCI OA scores of a sample of 16 DSPD patients were compared 
to the PCI OA scores of a sample of 129 prisoners held in Cardiff Category B prison 
obtained by McMurran et al (2008). As hypothesised, the DSPD patients had less 
adaptive motivational structures than a group of 64 prisoners engaged in treatment.
The association between the level and type of psychopathy present within the DSPD 
sample and their PCI OA scores was investigated but no association was found. 
Compared to the prisoners, DSPD participants felt less control over goal attainment; 
felt goal attainment was less likely to occur and would take longer. These factors may 
have attributed to the maladaptive nature of their motivation.
The research identified the DSPD patients’ goals and criminogenic needs; these were 
similar to those of the prison sample and were congruent with current treatment 
approaches to offender rehabilitation.
The reliability and validity of the PCI OA when conducted upon the DSPD population 
was limited and its psychometric properties require further examination. The results 
highlighted the clinical utility of the PCI OA, the applicability of the Good Lives 
Model (Ward, 2002) to offender rehabilitation, and areas for future research.
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INTRODUCTION
In this discussion an overview of the problem of offending behaviour is given and the 
response to this in terms of psychologically based offender rehabilitation is 
summarised. The efficacy of offender treatment programmes is reviewed and the 
problem of engagement is introduced. The association between engagement in 
treatment and motivation is presented with reference to current research. The concept 
of Dangerous with severe personality disorder (DSPD) is discussed along with a 
description of psychopathy. The motivational difficulties DSPD patients may 
experience are explored with particular reference to the contribution of psychopathy 
to this. Measuring motivation to engage with treatment using recent psychological 
approaches to offender rehabilitation is discussed. The utility of conducting this with 
DSPD patients is argued and clinical applications of the knowledge gained from this 
are suggested. The aims of the current research are then provided and the hypotheses 
stated.
Offending behaviour and rehabilitation
Statistics indicate that the UK crime rate has stabilised but the prison population 
continues to increase and reconviction rates remain high. The British Crime Survey 
showed that the overall crime rate remained stable during 2006-7 (Nicholas et al,
2007). However, sentencing has become more severe in the past decade, with greater 
use of custodial sentences and longer sentences (Hedderman, 2005). The prison 
population in England and Wales has significantly increased in recent years ](HM 
Prison Service, 2008) and this is predicted to continue (de Silva et al, 2007).
Although incarceration has increased, recidivism has only reduced slightly2 and 
remains a problem. The latest Home Office figures show that 58.2% of adult 
offenders were re-convicted within two years of leaving custody (Spicer & Glickman, 
2004)3. Of these, 42% of violent offenders and 17% of sexual offenders went on to 
re-offend (ibid.).
1 From 51,080 in June 1995 to 83,234 in June 2008 (HM Prison Service, 2008).
2 A 2.9% reduction in reconviction rates between 1997 and 2001 (Spicer & Glickman, 2004).
3 Re-conviction rates as a measure of recidivism do have disadvantages e.g. they do not include those 
who re-offended but were not re-convicted, however they are the most used measure in the UK. (Spicer 
& Glickman, 2004).
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The approach to offending has traditionally been punitive (Blackburn, 1993). 
However, over the last two decades, a shift has occurred from a punitive approach to 
offender management to a rehabilitation approach, resulting in an increase in research 
and clinical focus on offender rehabilitation programmes (McMurran & Ward, 2004). 
Throughout the 1990’s Andrews and Bonta developed the risk-needs-responsivity 
model (RNR) (Andrews & Bonta, 2003). This empirically derived model is based 
within a personality and social psychological explanation of offending and draws 
upon social learning theory. Empirically derived treatment guidelines have since been 
developed and refined, and the risk, need and responsivity principles provide a basis 
for many offender rehabilitation programmes offered today (McMurran et al, 2008).
The risk principle is based upon the premise that criminal behaviour can be predicted 
and that the level of treatment should be matched to this level of risk. Therefore, high 
risk offenders should receive more intensive treatment than those who pose a lower 
risk. The need principle refers to dynamic characteristics that are related to offending 
-  ‘criminogenic needs’, such as anti-social attitudes. These risk factors have been 
empirically supported through meta-analyses (Andrews et al, 2006). Andrews and 
Bonta (2003) acknowledge that offenders also have needs that are non-criminogenic 
but state that it is the criminogenic needs that should be targeted in treatment to 
reduce re-offending. The responsivity principle refers to the ways in which the 
programme meets the ability and learning style of the offender. These can be general 
(e.g. a certain psychological approach) or more specific to the individual (e.g. based 
upon intelligence level).
According to Howells and Day (2007) responsivity factors can be external or internal. 
External responsivity factors are therapist and therapy features such as location, 
programme and resources, whereas internal factors are an individual’s cognitive, 
affective and motivational state. Meta-analyses of treatment outcomes indicate that 
attendance to external responsivity factors increases treatment efficacy (McGuire, 
2002).
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Offender treatment programmes and engagement
In the early 1990’s, cognitive-behavioural treatment programmes were introduced to 
the prison service in England and Wales and there are now 13 such programmes 
(H.M. Prison Service, 2004). Offender treatment programmes have been found to 
have a mild to moderate reduction in recidivism (Muller-Isbemer & Hodgins, 2000) 
and if appropriately targeted, can reduce recidivism by up to 50% (Lipsey, 1995). 
Andrews et al (2006) found that programmes based upon the RNR model effectively 
reduced recidivism. McGuire’s meta-analysis of offender rehabilitation programmes 
indicated that structured, cognitive-behavioural programmes were most effective 
(McGuire, 2002). McMurran & Theodosi’s (2007b) meta-analysis of 16 such 
programmes revealed that they reduced recidivism with effect sizes ranging from 0.04 
to 1.52. Cann et al (2003) in their review of prison based accredited cognitive skills 
programmes found treatment completion led to a 2.5% reduction in reconviction at 
one year. Hollin et al (2004) found that those who completed probation treatment 
programmes were significantly less likely to be reconvicted after one year than those 
who received no treatment.
It appears that rehabilitation programmes are successful in reducing reconviction 
rates, however, “low motivation to change and low compliance with treatment are 
major problems in forensic settings” (Gudjonsson and Young, 2007, p.546). Cann et 
al (2003) in a review of prison treatment programmes found that although attrition 
was low (9% of adults and 14% of young offenders), a high proportion of these non­
completers were high risk offenders.
Other research also suggests that high risk offenders are more difficult to engage in 
treatment than low risk offenders. The Offender Behaviour Programmes Unit (2002) 
estimated 52% of the UK prison sex offender population refused to engage with 
treatment. Langevin (2006) found that of 778 Canadian male sex offenders assessed 
from the 1960’s to 2000’s, 50% expressed a wish for treatment, 42% attended and 
only 13.6% completed. In addition, Howells and Day’s (2003) review of anger 
management programmes highlighted the 50% attrition rate in such programmes.
In the UK, only one third of offenders on probation completed treatment (Hollin et al, 
2004). Kemshall and Canton (2002) report high attrition rates amongst offenders on
119
probation, especially amongst high risk offenders. Stewart & Millson (1995) in their 
study of a Canadian community offender management programme also found that 
offenders at most risk of re-offending were the least motivated to engage in treatment. 
And McMurran & Theodosi (2007b) in their meta-analysis found that 15% of 
offenders did not complete treatment in institutions but this rose to 45% for 
community treatment. Thus it appears that non-completion of treatment is higher in 
community programmes and amongst high risk offenders.
Of particular concern is that treatment non-completion appears to increase the risk of 
recidivism. Cann et al (2003), Hollin et al (2004) and McMurran and Theodosi 
(2007b) found that offenders who did not complete treatment re-offended at higher 
rates than those who were untreated.
It appears that offender treatment programmes can be effective, but only if offenders 
engage with them. Non-completion is a concern because, not only is it a waste of 
resources, it may increase re-offending. Further, not all offenders can be offered a 
place on treatment programmes and so their motivation to engage and to complete is 
an important factor in selection for such treatment (Sellen et al, 2006). Therefore, the 
challenge lies in engaging offenders with treatment; in recruiting them to start the 
treatment and encouraging them to stay on it. Engagement with treatment is 
influenced by an interaction of service issues, programme content and offender 
characteristics, such as motivation (Kemshall & Canton, 2002).
Motivation and engagement
Stewart and Millson (1995) concluded that poor motivation was the main cause of 
programme non-completion and Kemshall and Canton (2002) and Hollin et al (2004) 
cited motivation to change as a central factor affecting programme completion. 
Research on the motivational factors behind prisoners’ engagement in treatment has 
recently started to receive attention amongst psychologists (Howells & Day, 2003; 
Sellen et al, 2006; McMurran et al, 2007; McMurran et al, 2008).
Howells and Day (2003), in their multifactor offender readiness model, suggest that 
motivation is an internal factor that affects offenders’ readiness to engage in 
treatment. McMurran et al (2008) in their study of 129 prisoners found that prisoners
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with adaptive motivational structures (i.e. those higher in goal commitment, control 
and goal achievability) were more likely to engage in treatment than prisoners with 
maladaptive motivational structures. Those that did engage in treatment were less 
likely to re-offend upon release than those who did not.
Treatment and engagement of personality disordered offenders
For a subset of offenders - those with personality disorder, there is less evidence of 
the efficacy of treatment in reducing recidivism, and evidence suggests that they are 
more difficult to engage in treatment than offenders without personality disorders.
Warren et al (2003) reviewed 117 studies of treatment interventions with personality 
disordered offenders and found that methodological weaknesses resulted in limited 
reliability of the evidence of long term effectiveness, a problem also encountered by 
Wong (2000) in his review. Warren et al concluded that therapeutic communities 
have shown to produce long term improvements in people with personality disorder 
and in offenders. Treatment appears to be particularly problematic for offenders 
classed as psychopathic. Ogloff et al (1990) found that psychopathic offenders 
showed less clinical improvement, less motivation to change their behaviour, and 
higher attrition rates than non-psychopathic offenders in a therapeutic community. 
Whereas Harris et al (1991) found that treated psychopathic offenders re-offended at a 
higher rate than untreated psychopathic offenders. Seto and Barbaree (2005) found 
that sex offenders who scored higher in psychopathy were more likely to re-offend 
than those with lower psychopathy scores. Their earlier study (1999) revealed that 
higher psychopathy scores were associated with poorer in-treatment behaviour, 
including motivation. Langevin’s (2006) longitudinal review of 778 sex offenders 
revealed that those with more psychopathic symptoms were more likely to start 
treatment but were also more likely to drop out.
However, these studies used non-directive treatment which is incongruent with recent 
recommendations for the treatment of psychopathic offenders (Wong & Hare, 2005), 
therefore the outcome of current treatment programmes, and motivation to engage in 
these, may be very different. There is no research published on this to date.
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Poor motivation to engage with treatment is well documented in those with 
personality disorder (Tyrer et al, 2003). More specifically, it appears that the type of 
personality disorder affects engagement. Tyrer et al (2003) found that people with 
anxious, dependent and anankastic personality disorders were more likely to seek 
treatment than those with other personality disorder diagnoses. According to Norton 
and Hinshelwood (1996) those with severe personality disorder are especially difficult 
to engage with treatment due to difficulties in the development of a therapeutic 
alliance. From these findings and those that indicate poor treatment engagement in 
high risk offenders, it appears that the motivation to engage in treatment of 
personality disordered high risk offenders is likely to be especially low.
Offenders classified as dangerous with severe personality disorder
Poor motivation to engage in treatment of personality disordered high risk offenders is 
problematic because since 2002, the Government has been developing services aimed 
at assessing and treating this group. This was a response to the perceived failures of 
the criminal and mental health laws in protecting the public from dangerous offenders 
(Seddon, 2008). The Government has classified this select group of offenders as 
‘dangerous with severe personality disorder’. These are individuals who have 
committed violent and/or sexual crimes and are described by the DSPD programme as 
“some of the most difficult and dangerous persons in society” (DSPD Programme, 
para.4,2007). These offenders are detained under criminal and mental health law in 
four specialist detention centres within two prisons and two Special Hospitals, 
containing a total of 300 beds. The DSPD Programme is a programme of research into 
DSPD by the Department of Health, Home Office and Prison Service. Its aims are to 
measure the validity of the assessment process, examine the link between personality 
disorders and offending, evaluate the effectiveness of treatment methods and conduct 
longitudinal research into reducing the risk of this group of offenders.
DSPD is a working classification rather than a clinical diagnosis. To be classified as 
DSPD an individual must have a severe personality disorder shown by: a score of 30 
or above on the Psychopathy Checklist Revised4 (PCL-R, Hare, 1990); or a PCL-R 
score of 25-29 plus at least one DSM-IV (A.P.A., 1994) personality disorder
4 A score of 25 or above is indicative of psychopathy in the UK
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diagnosis other than anti-social personality disorder; or two or more DSM-IV 
personality disorder diagnoses. Also the individual must have more than a 50% risk 
of causing serious physical or psychological harm from which the victim would find it 
difficult or impossible to recover. The risk of re-offending must be linked to the 
presence of a severe personality disorder (DSPD Programme, 2007).
The DSPD concept has been criticised heavily (BPS, 1999; The Law Society, 1999; 
Mind, 2003; Seddon, 2008). The treatment offered within the units is being 
researched and developed but as yet has not been empirically proven, leading critics 
to suggest that the DSPD units are being used as a means of social control rather than 
health care (Mind, 2003). As Seddon states: “without effective treatment and care 
pathways, the programme could become little more than a means for the indefinite 
warehousing of high risk offenders” (ibid. p.30). Therefore research into the factors 
that may affect the efficacy of the DSPD treatment, such as motivation is needed.
Discharge from a DSPD unit is based upon a reduction in risk of re-offending. 
Therefore, motivation to engage in treatment is important in order to reduce this risk5. 
However, “DSPD patients have a range of severe problems that, in aggregate, suggest 
they might reasonably be described as providing an extreme example of low treatment 
readiness” (Howells & Tennant, 2008, p.l 1). The patients in the DSPD unit were 
admitted from either secure hospitals or prison and as such were likely to have 
experienced treatment in which they have failed or been excluded, therefore they are 
likely to have adverse expectations of treatment (Howells & Day, 2007).
Differences in prisoners and DSPD patients’ treatment
The DSPD unit offers patients individual therapy to address specific treatment needs, 
the content and process of which differ according to these needs. The patients are 
also offered cognitive-behavioural group therapy across 22 differentprogrammes. The 
programmes seek to educate the patients in cognitive behavioural conceptualisations 
of their disorders, develop their insight and modify dysfunctional patterns of thinking, 
feeling and behaving. The patients are offered programmes that match their current
5 This assumes that the treatment programmes of the DSPD unit will be effective in reducing risk, see 
Seddon, 2008.
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treatment needs, which range from increasing motivation to addressing offence related 
issues (Draycott, 2008).
The programmes are facilitated by multi-disciplinary teams and the structure of each 
programme differs. Some groups are open, others closed, most are held weekly, the 
number of sessions range from eight to 36 and last 45 to 90 minutes (Draycott, 2008).
Prisoners are offered group therapy programmes; individual therapy is rarely provided 
due to a lack of resources (Grounds, 2000). These are accredited cognitive- 
behavioural programmes which address skills deficits and dysfunctional patterns of 
thinking and behaving. There are three general offending programmes: enhanced 
thinking skills (ETS), controlling anger and learning to manage it (CALM) and the 
cognitive skills booster programme. Unaccredited programmes are also offered, e.g. 
in relationship building skills (Theodosi, 2008, personal communication). There are 
also specific programmes for violent and sexual offenders: the cognitive self change 
programme, sex offender treatment programmes, healthy relationship programme and 
Chromis (for psychopathic offenders) (H.M. Prison Service, 2004).
The programmes are delivered by prison officers and psychologists. The number of 
sessions range from 20 to 80; each session lasts 2 hours and occurs 2 to 3 times a 
week.
The DSPD patients are offered a wider range of treatment programmes than prisoners, 
including CALM and ETS, more intensive versions of these, and programmes 
addressing specific issues such as empathy deficits. The DSPD patients are also 
offered individual therapy. The motivation of these two groups of offenders to engage 
with treatment may differ due to the differences in the nature of the treatment offered, 
what Howells and Day (2007) refer to as an external responsivity factor.
Psychopathy
Howells and Day (2006) refer to psychopathy as an internal responsivity factor; they 
claim that the presence of psychopathy within the DSPD population is problematic 
because it affects motivation to engage with treatment. The concept of psychopathy 
dates back to 1801 and has been much developed since this time (see Herve, 2007).
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The present conceptualisation of psychopathy is based upon Hare’s Psychopathy 
Checklist Revised (PCL-R, Hare, 1990). This operationally defines the interpersonal, 
affective, behavioural and lifestyle factors of a prototypical psychopath6. According 
to Hare et al (2000), the prototypical psychopath presents as manipulative, callous, 
arrogant, grandiose, dominant, superficial and deceptive. Their lifestyle tends to be 
socially deviant, they display irresponsible and impulsive behaviour and ignore or 
violate social mores and morals. “On an affective level they are short-tempered, 
unable to form strong emotional bonds with others, and lacking in empathy, guilt, 
remorse, or deep-seated emotions” (Hare et al, 2000, p.624).
The PCL-R provides a reliable and valid estimate of the degree to which an offender 
matches the prototypical psychopath (Hare, 1996b). Factor analyses revealed that the 
20 PCL-R items fall into two correlated but distinct factors (Hare et al, 1990). Factor 
1, the affective/interpersonal factor involves the personality features associated with 
psychopathy such as egocentricity and lack of remorse. Factor 2 involves behaviour 
which is associated with an unstable and antisocial lifestyle such as impulsivity and 
social deviance. A three factor and a four factor model have been proposed (Hall et al, 
2004; Cooke & Mitchie, 2001) however, the two factor model is the most empirically 
validated (Herve, 2007).
“The notion of high and low scores [and factor 1 and 2 scores] would seem to suggest 
dimensionality within the prototypical PCL-R psychopath” (Vien & Beech, 2006, 
p. 156). Indeed, Wong and Burt (2007) in their study of 123 psychopathic offenders 
suggested that they were heterogeneous in terms of risk, need and recidivism. They 
concluded that “psychopaths are not all the same; they should not be treated and 
managed as if they are the same” (ibid. p.474).
The term ‘psychopath’ is morally laden and has become synonymous with ‘badness’ (Gunn, 1998). 
Therefore the term ‘psychopathic individual’ will be used throughout this report. By the addition of 
‘individual’ it is hoped that the implied homogeneity of the term ‘psychopathic’ is reduced. It also 
acknowledges that the individual may behave/think/feel in a psychopathic manner but that they are an 
individual first. Other terms such as ‘offenders who have been detained under the legal category of 
psychopathic disorder’ are too long to be of practical use in this report.
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Psychopathy and motivation to engage with treatment
Howells and Day (2007), in the multifactor offender readiness model, suggest 
psychopathy is an internal responsivity factor that will effect motivation to engage. 
“There may be a fundamental difference in the link between readiness and 
engagement for personality disordered offenders and non-personality disordered 
offenders. For the former, low readiness factors ... are actually constitutive of their 
underlying disorder ... for the latter they are at most, correlational. In addressing 
readiness factors in psychopaths ... we are actually addressing aspects of their 
disorder” (Howells & Day, 2007, p.53) whereas for non-psychopathic offenders the 
disorder we are addressing is the behaviour, not their personality.
Research supports the assertion that psychopathic offenders may be more difficult to 
engage in treatment than non-psychopathic offenders. Psychopathic individuals have 
been found to have a reduced ability to experience, express and reflect upon emotions 
(Davey et al, 2005). This affective deficit may impede motivation to engage because 
therapy requires disclosure and an understanding of the link between emotional states 
and offending. Further, establishing a therapeutic alliance is a key aspect of treatment; 
the interpersonal factors characteristic of psychopathy such as manipulativeness may 
hinder this.
Howells and Day (2006) claim that action tendencies associated with guilt such as 
apologising are conducive to engagement in therapy; however, psychopathy is 
associated with a lack of empathy, remorse and guilt. “Some level of negative 
affective arousal is necessary to motivate some offenders to engage in treatment” 
(Howells & Day, 2007, p. 177). This lack of negative arousal suggests that 
psychopathic offenders will not engage in treatment to alleviate feelings of emotional 
distress but will engage for external gain (Hemphill & Hart, 2000). This is 
problematic because “it is accepted that behaviour changes motivated by external 
rewards are less stable and enduring than those motivated by internal goals” (Farr & 
Draycott, 2007, p.63) and are linked to a less favourable outcome than intrinsic 
motivation (Howells & Day, 2007).
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“[P]resent data suggest that there may be sub-groups of psychopathic offenders who 
are differentially responsive to treatment” (Looman et al, 2005, p.549) according to 
their score on the PCL-R. Research has indicated that individuals with high PCL-R 
scores are less compliant with treatment. Hill et al (1996) found psychopathy scores 
were positively correlated with treatment non-compliance among civilly committed 
patients (Hemphill & Hart, 2002). Seto and Barbaree (1999) found that offenders 
with higher PCL-R scores had poorer ratings of in-session treatment performance 
(including motivation) and treatment change.
As well as the number of PCL-R symptoms present, research also indicates that the 
type of PCL-R symptoms present affects treatment behaviour and motivation. Hare et 
al (2000) found that the Factor 1 facet of psychopathy is more strongly associated 
with treatment behaviours and outcome than Factor 2. Hobson et al (1998) found 
that prisoners with high Factor 1 scores showed significantly worse in-treatment 
behaviour than low scorers. Looman et al (2005) reported that sex offenders who 
scored highly on factor 1 were less likely to complete treatment.
Psychopathy is more prevalent amongst the DSPD population than amongst prison 
population. The DSPD population has a high rate of anti-social personality disorder 
(APD) (80%) and of psychopathic disorder (76%, unpublished data, DSPD 
Programme). Whereas prison populations have a high rate of APD (50 -  75%, Hare, 
1996a) and a much lower rate of psychopathy (15 -  25%, ibid). Thus most 
psychopathic offenders also meet the criteria for APD, but most offenders with APD 
don’t meet the criteria for psychopathy. “That is because APD is defined largely by 
antisocial behaviours .... APD more or less leaves out the personality traits necessary 
to differentiate between psychopathic and other criminals” (Hare, 1996a, p.31). 
Indeed, nearly 70% of DSPD patients had higher percentile ranks of PCL-R scores 
than 90% of English male offenders (unpublished data, DSPD Programme).
Therefore, motivation to engage with treatment of DSPD patients may be more 
affected by psychopathy than the motivation of prisoners.
Motivation is a contributory factor to engagement in treatment, psychopathic 
individuals are particularly difficult to engage in treatment and research suggests this 
is because psychopathic symptoms are incongruent with the motivation to do so.
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However, the role of psychopathy in the motivation to engage in treatment of DSPD 
patients has not previously been examined. Further, the actual goals strived for and 
how treatment affects the achievement of these is as yet under researched within this 
offender group.
Conceptualising offenders9 motivation
In recent years, there has been a shift within offender rehabilitation towards a more 
holistic approach that encompasses the offender’s life as a whole, rather than just their 
offending behaviour. Recent research has examined what offenders would like to 
achieve in life and how treatment fits with this (McMurran et al, 2008). Goal based 
approaches are useful in conceptualising motivation and provide a framework for 
psychological therapies (ibid.). By placing offender rehabilitation within a model of 
motivation, difficulties in engagement in treatment may be revealed, including those 
experienced by DSPD patients.
Motivation is a set of psychological processes that has been defined by psychologists 
in a variety of ways. There is no single universally accepted definition, but a general 
consensus that it is made up of three components: direction, effort and persistence 
(Arnold et al, 1998). These components are included in the definition proposed by 
Ward (2002) in the Good Lives Model (GLM) who defines motivation as directedness 
towards a goal, emotional energising and expectancies about being able to achieve the 
goal. The GLM has been described as the second model of offender rehabilitation 
(RNR being the first) (Ward & Stewart, 2003). The GLM is a goal based model of 
offender rehabilitation which centres on how individuals strive to achieve their goals, 
or ‘primary human goods’.
In the GLM, Ward (2002) proposed that each individual has a plan around which they 
structure their lives; this plan identifies the ‘primary goods’ that the individual wishes 
to achieve and the methods by which this is done. ‘Primary goods’ are actions, 
experiences, and states of being that are rewarding in themselves and essential to 
well-being. They are based upon basic human needs such as autonomy, relatedness 
and competence. Primary goods can be broken down into secondary goods and 
specific goals. For example, if the primary good is mastery, the secondary good may 
be to get a job, and the goal may be to complete training in order to get a job.
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Within this model, humans are seen as goal seeking beings, the way in which these 
primary goods are sought depends upon the individual’s internal conditions (such 
skills, attitudes and motivation) and external conditions (e.g. opportunities and 
supports). In this theory, offenders are assumed to have similar primary goods as 
non-offenders but the methods with which they seek these goods are anti-social. 
Internal conditions (such as anti-social attitudes) and external conditions (such as lack 
of social support) may constitute obstacles to obtaining the primary goods in a 
socially acceptable manner. The model also attends to the following factors that affect 
goal attainment: identification of motivational factors, goal achievability, clarity and 
specificity, goal seeking strategies, individual competencies, and self efficacy. The 
treatment focus therefore is on providing the offender with the skills and resources 
both internally and externally to attain primary goods in an offence-free way.
The GLM constitutes a more positive approach to offender rehabilitation than the 
risk-management model. The RNR model has been criticised for focusing on 
offenders’ deficits and what they need to avoid rather than what abilities and 
resources the offender requires in order to meet their needs in a socially acceptable 
manner. McMurran and Ward (2004, p.297) also criticise the model for the “lack of 
attention paid to personal identity and human needs and the perception of offenders as 
bundles of risk factors rather than integrated, complex beings who are seeking to give 
value and meaning to their lives”. The GLM’s emphasis upon offenders’ strengths 
and on wellness is congruent with the recovery model (NIMHE, 2005) which has 
recently been adopted in mental health care (Gudjonsson & Young, 2007).
Measuring offenders’ motivation
As McMurran & Theodosi (2007a) point out, if treatment works but recruitment and 
engagement are a problem, how might positive approaches such as the GLM assist 
with recruiting and retaining offenders in rehabilitation programmes? What is needed 
is an instrument that can identify potential motivation and engagement problems and 
also clarify offenders’ goals and problem behaviours that interfere with goal 
attainment, so that treatment is directly relevant to the individual.
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The Personal Concerns Inventory (PCI) (Cox & Klinger, 2002) is based upon Klinger 
and Cox’s (2004) theory of current concerns, within which “behaviour and experience 
are organized around the pursuit and enjoyment of goals”. Goals are defined as the 
substances and conditions that satisfy human needs. The needs as defined in the 
theory of current concerns are similar to those identified in the GLM.
The PCI also identifies an individual’s motivational structure which refers to their 
goals and ways of relating to them (Klinger & Cox, 2004). The PCI yields two indices 
- an adaptive motivational index and a maladaptive motivational index. An adaptive 
motivational structure is typified by the individual rating the goal as important, 
achievable, and within their control. “[Respondents with an adaptive motivational 
structure can identify positive goals to which they are committed, and they expect to 
derive emotional satisfaction from achieving them and feel optimistic about doing so” 
(Cox & Klinger, 2002, p.926). Whereas individuals with a maladaptive motivational 
structure lack one or more of the components necessary for strong motivation, take a 
longer time to achieve their goals, show less commitment towards achieving them and 
less happiness when goals are achieved.
Due to the absence of “theory-driven and psychometrically developed assessments of 
offenders’ motivation to change” (McMurran, 2004, p.319), Sellen et al (2006) 
adapted the PCI for use with offenders. McMurran et al (2008) found that amongst 
their sample of 129 male prisoners, the PCI Offender Adaptation (PCI OA) identified 
the same motivational structures as the original PCI. McMurran et al (2007) 
concluded that the PCI OA has similar psychometric properties as the PCI and 
therefore is a suitable measure of offenders’ goals and motivation.
Gudjonsson and Young (2007) recommend that the GLM should be incorporated into 
the psychological treatment of offenders because “[tjhis model is likely to be the most 
effective way of addressing patient needs, problems, and risks. In addition, it will 
maximise patient motivation to change” (ibid. p.547). Sellen et al (2006, p.297) claim 
that the “Good Lives Model is influential in offender treatment, yet it lacks empirical 
support”. The PCI OA identifies similar goals as the GLM and was used by 
McMurran et al (2008) in their recent study of the current concerns of prisoners to 
provide more empirical grounding for applying the GLM to offender rehabilitation.
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The clinical utility of measuring DSPD patients’ motivational structures
At present, there is no validated measure of motivation to engage in treatment for 
offenders in DSPD units that identifies their goals and their motivation to achieve 
these. It is important to develop a valid and reliable tool for assessing the motivation 
to engage in treatment of DSPD patients because “work on motivation and 
engagement will be a key component of assessment and treatment programmes” 
(DSPD programme, 2007, p.2).
The PCI OA appears to be the most suitable assessment tool to use. The PCI OA can 
identify those most likely to benefit from attending treatment and those who require 
more support in the change process (and the areas in which they require support). The 
PCI OA identifies the patient’s goals and concerns and provides an opportunity to 
tailor the treatment to individual needs. The PCI OA scores can also be used to 
inform treatment using systematic motivational counselling “which uses the goals 
identified as the framework for therapy”. (Sellen et al, 2006, p.296).
Further, the PCI OA could be used as a brief motivational enhancement intervention 
prior to treatment.. Theodosi and McMurran (2006) found that sex offenders who 
completed the PCI OA showed a positive motivational shift and McMurran et a l‘s 
(2007) prison sample reported that completing the PCI OA was motivational in itself.
Conducting the PCI OA with DSPD patients would enable identification of 
individuals who are unmotivated to engage in treatment and inform ways of working 
with them. This is in line with the DSPD programme’s aim of developing “detailed 
plans for motivating non-compliant patients / prisoners, and strategies for maintaining 
therapeutic engagement with those refusing to participate within the formal treatment 
programme” (DSPD programme, 2005, p. 19-20). “Often these will be the very people 
who pose the highest risks and who are in most need of the treatment service offered 
by the Programme” (ibid. p. 16).
The identification of individuals who are clinically unmotivated enables them to be 
offered treatment designed to enhance motivation prior to more intensive correctional 
treatment (Hemphill & Hart, 2002). This would increase the likelihood that only 
motivated individuals would be involved in intensive treatment and therefore may
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minimise treatment drop-out. This is important because research (McMurran & 
Theodosi, 2007) indicates that offenders who drop out of treatment are more likely to 
re-offend than untreated offenders. The motivation to engage in treatment of 
offenders without personality disorder has been found to be significantly related to 
treatment completion (Cann et al, 2003) and completion of appropriate offender 
treatment can reduce offender recidivism (Serin & Brown, 1996). Indeed, McMurran 
et al (2007, p.82) concluded “the data [on 129 prisoners] indicate that adaptive 
PCI.'OA scores are associated with engagement in treatment, and treatment 
completion predicts reduced reconviction”.
Measuring DSPD patient’s motivation for treatment is important for selection of 
treatment type, monitoring treatment engagement and finding ways to increase the 
efficacy of treatment and therefore reduce recidivism.
Aims of the current research
The current research aims to examine the validity and the reliability of the PCI OA 
when conducted upon DSPD patients. No such previous research has been 
undertaken but studies using the PCI OA with prisoners suggest it may be an 
appropriate measure with this offender group.
A literature search revealed that to date, no research has been conducted upon the 
motivational structures of individuals detained in DSPD units. The current research 
aims to gain insight into the motivational structures and the concerns and goals of 
clients detained in the DSPD unit. This will facilitate a comparison of their goals with 
the treatment needs identified by health professionals involved in their rehabilitation 
(McMurran et al, 2008). An examination of the impact of being detained in the DSPD 
unit and receiving treatment, upon their motivation will yield information which could 
be used to inform the development of effective programmes.
The current research aims to use the PCI OA to explore whether the motivational 
structures of the DSPD patients are adaptive or maladaptive. The motivational 
structures of the DSPD patients will be compared to those of prisoners. It is expected 
that the motivational structures of the patients within the DSPD unit will be less 
adaptive than the motivational structures of prisoners, as measured by the PCI OA.
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This is expected because research indicates that treatment completion is high amongst 
prisoners but low amongst high risk prisoners (and DSPD patients are high risk). A 
difference in motivational structures may be attributable to the presence of 
psychopathy within the DSPD group, which research has suggested is incompatible 
with motivation. Identification of how psychopathy affects motivation may inform 
ways to increase motivation within this offender group.
The current research also aims to investigate the influence of the degree and type of 
psychopathic symptoms upon the DSPD patients’ motivational structures. Previous 
research has suggested that individuals with high PCL-R scores and high scores on 
factor 1 of the PCL-R will have lower motivation to engage in treatment.
This research aims to produce data that can be used to inform clinical practice. 
Treatment programmes based upon the strength based approach of the GLM are being 
developed by the DSPD unit under research (see Farr & Draycott, 2007). It is hoped 
this study will contribute to the knowledge gap by providing empirical support for the 
GLM and providing information on psychopathic offenders’ motivation to engage 
with such treatment programmes.
Statement of hypotheses
It is hypothesised that the motivational structures of the patients within the DSPD unit 
will be less adaptive than the motivational structures of prisoners, as measured by the 
PCI OA. Specifically:
Hypothesis 1: The DSPD patients will have lower scores on the Adaptive 
Motivational Index of the PCI OA than a sample of category B prisoners.
Hypothesis 2: The DSPD patients will have higher scores on the Maladaptive 
Motivational Index of the PCI OA than the prison sample.
It is also hypothesised that higher PCL-R scores amongst the DSPD patients will be 
correlated with maladaptive motivation, specifically:
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Hypothesis 3: There will be a positive correlation between PCL-R scores and scores 
on the Maladaptive Motivational Index of the PCI OA.
Hypothesis 4: There will be a negative correlation between PCL-R scores and scores 
on the Adaptive Motivational Index of the PCI OA.
It is also hypothesised that the motivational structures of DSPD patients with high 
scores on Factor 1 of the PCL-R will be less adaptive than the motivational structures 
of patients with low scores, specifically:
Hypothesis 5: DSPD patients with high Factor 1 scores will have higher scores on the 
Maladaptive Motivational Index of the PCI OA than DSPD patients with low Factor 1 
scores.
Hypothesis 6: DSPD patients with high Factor 1 scores will have lower scores on the 
Adaptive Motivational Index of the PCI OA than DSPD patients with low Factor 1 
scores.
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METHOD
DESIGN
This was a naturalistic, exploratory study using a cross sectional design. The PCI OA 
scores of a sample of 16 DSPD patients were obtained by the researcher and 
compared to the PCI OA scores of a sample of 129 prisoners held in HMP Cardiff 
Category B Prison obtained by McMurran et al (2008)7. The prison sample 
comprised of treatment prisoners and non-treatment prisoners. To examine the 
hypotheses, the PCI OA scores of the DSPD sample were compared to the scores of 
the treatment prisoners. Post-hoc comparisons were conducted upon the DSPD 
participants and the treatment and non-treatment prisoner groups.
User involvement
The patients in the DSPD unit were not involved in the research design because the 
researcher’s access to them was dependent upon ethical approval of the study and 
upon completion of the unit’s induction programme which did not occur until after the 
research was designed.
PARTICIPANT CHARACTERISTICS AND RECRUITMENT 
DSPD sample
The non-probability, availability sample consisted of all male patients detained under 
the Mental Health Act (1983) or criminal legislation in the DSPD unit within the 
grounds of a UK Special Hospital. The DSPD unit is a high-secure purpose built 70 
bed unit designed to deliver treatment to men who meet the national DSPD criteria. 
There were 36 men residing in the DSPD unit at the time of the study, nine patients in 
each of the four wards.
Permission was gained to attend the weekly community meetings held on each ward 
(see appendix p.98-101) in which the researcher explained the study to the patients 
and ward staff. The patients were then approached individually by the researcher to
7 Throughout the report this will be referred to as the prison sample.
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request their participation. The nursing team were consulted immediately prior to this 
to ensure that the patient did not pose an immediate and serious risk to the researcher. 
The patients were given an information sheet (see appendix p. 102-104) and a consent 
form (see appendix p. 105) and had the opportunity to ask questions. If the patient was 
willing to participate, an interview time was arranged which was no shorter than 1 - 2  
days after the initial meeting in order to allow time for the patient to consider taking 
part. A copy of the completed consent form was given to the participant and a copy 
put in their medical record, as per Trust policy. The researcher did not exert any 
pressure upon the patients to participate and the interviews were held at the 
participant's convenience.
The exclusion criteria included patients considered by the nursing staff to pose an 
immediate and serious risk to the researcher. Patients who were unable to adequately 
understand verbal or written information in English were to be excluded because to 
translate the PCI OA would introduce another variable in the assessment of its 
validity.
Prison sample
The prison sample comprised of 129 males held in HMP Cardiff Category B prison. 
This consisted of 65 prisoners who were not on a prison treatment programme and 64 
prisoners who were about to begin a treatment programme or had been on one for no 
more than two weeks. Throughout the report, these groups are referred to as non­
treatment prisoners and treatment prisoners.
Every prisoner about to start or attending the treatment programmes was invited to 
take part in McMurran et aV s (2008) study. The treatment programmes were either 
‘ETS, CALM or ‘Family Man’ (focussing on building family relationships)
(Theodosi, 2006). These programmes were not compulsory but the prisoners were 
strongly advised to participate (Theodosi, 2008, personal communication).
The non-treatment group of prisoners were recruited from the Welfare to Work 
project (including life skills courses), the Education Department, and the hard to 
motivate/poor copers project (a course aimed at engaging poorly motivated, or 
vulnerable prisoners) (Theodosi, 2006). There was a variety of reasons why the non­
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treatment group were not engaged in or due to start the treatment programmes. They 
had either completed ETS some time prior to the study, did not want to do the 
programme, or were not deemed motivated enough to engage with the programme 
following a clinical interview (Theodosi, 2008, personal communication).
Treatment prisoners were considered more comparable to the DSPD participants than 
non-treatment prisoners. Like the treatment prisoners, the DSPD participants were 
either about to engage in treatment or were already doing so. Therefore, any 
difference found between the two groups may be attributed to the presence of 
psychopathy.
PROCEDURE 
DSPD sample
The interviews were conducted by the researcher in an interview room within the 
DSPD unit. A nurse stood outside the room and observed the interview for safety 
reasons. The interview schedule was read aloud to the participant. To control for 
interviewer bias, the researcher recorded the answers to the interview verbatim and 
used probes judiciously. The interviews were audio taped so that the answers to the 
qualitative questions could be transcribed after the interview. This occurred only 
twice because it was possible to transcribe most interview answers directly. The 
interviews took between 10 minutes and two hours to complete (average completion 
time was 54 minutes). No participants required a break.
Following each interview, the participants had the opportunity to discuss their 
experience of the interview with the researcher. No participants reported any adverse 
effects and some remarked that they had found it interesting.
The participants were paid £2.40, based upon the interview taking a maximum of 3 
hours at the standard hourly rate of 80 pence per hour that the Hospital paid the 
patients under the Permitted Work Scheme and that previous researchers had paid 
them.
The information required from the participants’ medical records and reasons for this 
was explained in the information sheet and permission was requested in the consent
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form. In order to examine if the sample was representative of the DSPD unit 
population, information on all the patients was given to the researcher by the Local 
Collaborator. Permission for the service to use such information for research 
purposes had been gained from each of the patients upon admission. This included 
information on age, age at admission, date of admission, source of admission, life 
sentence status, index offence and ethnicity.
It is planned that following submission of the report, a group meeting will be held 
with the participants in which the researcher will present the research findings and 
discuss these with them. An executive summary of the report will be given to the 
participants, Ward Managers and Responsible Medical Officers. A full report will 
also be made freely available to all patients and staff on each ward.
Prison sample
The nature of McMurran et aVs (2008) study was explained to the participants by the 
researchers and confidentiality was assured. The participants provided written 
consent upon agreeing to participate. The participants were interviewed individually 
in classrooms within the prison’s Resettlement Unit over a period of 18 months.
Information was gained from the participants regarding age, level of education, 
marital status, employment status, index offence, previous convictions and offences. 
The PCI OA was then conducted and took between 2 to 3 hours to complete. At the 
end of the interview, participants had the opportunity to ask questions. The 
participants were not paid for their participation (Theodosi, 2006).
MEASURES 
Personal Concerns Inventory Offender Adaptation (PCI OA)
Motivational structure was measured by the Personal Concerns Inventory Offender 
Adaptation (PCI OA) (Cox & Klinger, 1999). The PCI OA is an adapted version of 
the Personal Concerns Inventory, itself an adapted version of the Motivational 
Structure Questionnaire (Cox & Klinger, 2004). The PCI was developed to assess 
motivation to change in people with addictive behaviours and was adapted for use 
with offenders by Sellen et al (2006). The PCI OA is a semi-structured interview
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schedule in which individuals identify goals they would like to achieve and negative 
factors they would like to remove in 13 life areas: home, employment and finances, 
partner and family, friends, love and sexual matters, self changes, education, health, 
substance use, spiritual matters, recreation, offending behaviour, and ‘other’ areas 
unspecified. Thus yielding qualitative data. Participants are then asked to rate each 
goal/concern along eight dimensions that reveal their motivational structures, yielding 
quantitative data. The dimensions are: importance, likelihood, control, knowing what 
to do, happiness, unhappiness, commitment and when it will happen. Further to this 
the participants are asked to rate how being in the DSPD unit and receiving treatment 
helps or hinders in achievement of goals or resolution of concerns. The rating scales 
range from 0 (none at all) to 10 (the most that I  can imagine). Therefore, the 
interview schedule has both idiographic and nomothetic features.
Scoring o f  the PCI OA
The ratings of the eight dimensions that combine to make up the individual’s 
motivational structure were averaged across all of the 13 life areas. This produced 
quantitative indices that show the relative standing of each dimension. High scores on 
the happiness, likelihood, control, importance, achievability and commitment scales 
indicate an adaptive motivational structure and low scores indicate a maladaptive 
motivational structure.
McMurran et al (2008) included the unhappiness scale in their calculations of the 
AMI and MMI (Sellen, 2008, personal communication). However, due to an 
administration error, this was not possible so the indices were scored according to 
McMurran et aVs formula, without the unhappiness scale. The AMI was calculated by 
summing the scores on the likelihood, control, commitment, happiness, importance 
and achievability scales (which load positively on the adaptive factor). This number 
was then divided by the number of indices in the calculation, 10 was added and the 
total was divided by 2. This provided a range of possible scores from 0 -1 0 . The 
MMI was calculated by subtracting the sum of the scores on the scales likelihood, 
control and achievability (which positively loaded on the maladaptive factor) from the 
sum of the importance and happiness scales (which loaded negatively). This number 
was divided the total number of indices in the calculation, 10 was added and the
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resulting number was divided by 2. Thus providing a range of possible scores from 0 
- 10.
Psychometric properties o f  the PCI OA
The PCI is relatively new therefore reports of the psychometric properties of this 
measure are limited, however Sellen et al (2006, p.296) claim that “the psychometric 
properties of the MSQ are applicable to the PCI”. According to Cox and Klinger 
(2002, p.935), “the MSQ and the closely related PCI are reliable and valid measures 
of individuals’ motivational structure, yielding scores that are associated with and 
predict every day behaviours”. The internal consistency of the MSQ scales is good 
with Cronbach alpha coefficients ranging from .81 to .97 and has been established 
with a variety of participant groups. (Klinger & Cox, 2004).
Sellen et al (2006, p.296) claim “there is considerable evidence on the factor structure 
of the PCI” and the two factors have been consistently identified in a number of 
studies (Klinger & Cox, 2004). The indices loading on the adaptive factor have been 
stable across re-tests (above 0.45 on commitment, happiness and likelihood) (Sellen et 
al, 2006). However, the indices loading on the maladaptive factor have been found to 
be more variable between tests (Klinger & Cox, 2004). Klinger and Cox (2004) 
concluded that overall, those who scored higher on the maladaptive factor anticipated 
less happiness at goal achievement, were less committed and expected a longer wait 
to attain their goals.
The PCI has been found to have predictive validity in that the adaptive factor 
predicted student drinkers who resolved their problem drinking (Cox et al, 2002). The 
adaptive factor has also been found to be positively related to subjective well-being on 
completion of a group alcohol treatment programme (Schroer et al, 2004). McMurran 
et al (2007) found that amongst their sample of 129 male prisoners, the PCI OA 
identified the same adaptive and maladaptive motivational factors as the original PCI 
and they concluded that the PCI OA has similar psychometric properties to the PCI.
Adaptations to the PCI OA
The PCI OA was adapted to make it more pertinent to the client group under study 
(see appendix p.80-97). The question “Will prison/probation/hospital help/interfere?”
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was reworded to “Will the experience of being in the DSPD unit help/interfere?” The 
question “Will offending behaviour help/interfere?” was omitted because none of the 
participants in McMurren et aV s study reported that their offending behaviour helped 
them to achieve goals (Draycott, 2007, personal communication). The question “Will 
engaging in treatment at the DSPD unit help/interfere?” was added. The life area 
‘current living situation’ was omitted because this was covered in the life areas of 
being in the DSPD unit and ‘home and household matters’. The final version of the 
PCI OA included 13 life areas rated along 12 rating scales. In order to provide more 
details about how being in the DSPD unit and engaging in treatment will help or 
interfere with the participants achieving their goals/resolving their concerns, they 
were asked the open ended question: “In what way?” following the last four 
questions. This provided qualitative data which provided context to the quantitative 
data, this was important because of the exploratory nature of the study.
Psychopathy Checklist Revised (PCL-R, Hare, 1991)
Psychopathy was assessed using the participants’ scores on the PCL-R (Hare, 1991) 
and the Psychopathy Checklist Revised Short Form (PCL:SV, Hart et al, 1995). These 
scores were documented in the participant's medical records and extracted from the 
records by a member of the DSPD clinical team who gave them to the Researcher.
The PCL-R is a 20 item checklist with well-established psychometric properties with 
forensic patients and male offenders (Hare, 1996a). PCL-R assessments are made on 
the basis of a semi-structured interview and file review using specific scoring criteria 
to rate 20 items on a three point scale (0 - 2) according to the extent they apply to the 
prototypical psychopath as defined in the PCL-R. Total scores range from 0 to 40 and 
represent the degree to which an individual resembles the prototypical psychopath; a 
cut off score of 25 is used in Scotland and England to diagnose the presence of 
psychopathy.
Hare et al (1990) report that the mean inter-rater reliability correlation coefficient was 
.86 for a single rating and .93 for the average of two ratings. Internal consistency is 
high; the mean Cronbach’s alpha was .88. These results show that the PCL-R is a 
homogenous, uni-dimensional scale. However, factor analyses reveal a stable two 
factor structure (Hare et al, 1990). Factor 1 consists of items relating to the
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affective/interpersonal features of psychopathy and Factor 2 consists of items 
reflecting social deviancy.
The test-retest reliability of the PCL-R is high with generalizability coefficients over 5 
years ranging from .85 to .90 (Schroeder et al, 1983). The PCL-R has very good 
predictive validity; PCL-R scores predict criminal violence, recidivism and poor 
response to correctional treatment (Forth et al, 1990; Harris et al, 1993; Ogloff et al, 
1990). The PCL-R’s construct and convergent validity is shown by its significant 
correlation with anti-social personality disorder (.70 to .83, Hare, 1983). The 
discriminate validity of the PCL-R is high, Hart and Hare (1989) found that PCL-R 
total scores are only uncorrelated or negatively correlated with schizophrenia, other 
personality disorders, British Psychiatric Rating Scale and Global Assessment Scale 
measures.
The Psychopathy Checklist Screening Version (PCL:SV, Hart et al, 1995)
The PCL:SV is used as a screening tool for psychopathy in forensic populations to 
provide a tentative diagnosis which can be confirmed with the PCL-R (Hart et al, 
1995).
The 12 item PCL:SV excludes items that are rated using difficult to confirm 
information such as sexual history. Items are scored on the same 3-point scale as the 
PCL-R. The PCL:SV produces three scales, a total score (ranging from 0 -  24) which 
reflects the overall psychopathic symptoms, a Factor 1 score (ranging from 0 -1 2 )  
which reflects the interpersonal and affective symptoms of psychopathy, and a Factor 
2 score (ranging from 0 -1 2 )  which reflects the social deviance symptoms. Scores of 
18 and above are indicative of psychopathy (approximately equivalent to a score of 30 
on the PCL-R) (Hart et al, 1995).
According to Hart et al (1995), the PCL:SV has acceptable psychometric properties. 
The inter-rater reliability of the total scores of the PCL:SV are acceptable with 
weighted means of .84 and .92. The internal reliability of the PCL:SV total score is 
acceptable (Cronbach’s alpha = .84), as is the internal reliability of Factor 1 (alpha = 
.81) and Factor 2 (alpha = .75). The PCLrSV has a high degree of homogeneity, the 
weighted mean for the total score is .32. Confirmatory factor analysis indicated that
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the two factor model has a good fit to the data (Hart et al, 1995). Concurrent validity 
is shown by the high level of correlation between the PCL:SV scores and PCL-R 
scores. The PCL-SV is also significantly correlated with anti-social personality 
disorder (total score .70 and factor 2 score .72, Hart et al, 1995).
Treatment Readiness and Responsivity Scales: Short Versions (Serin et al, 2005)
These interview schedules were conducted with each DSPD patient three months after 
their admission. Their scores were reported in their medical notes which were 
extracted by a member of the DSPD clinical team and given to the researcher.
The scores on the Treatment Readiness scale indicate an individual’s willingness to 
engage in the treatment process. The scale consists of 8 items regarding problem 
recognition, attitude towards treatment, goals and motivation. The scores on the 
Treatment Responsivity scale indicate an individual’s compliance with and response 
to treatment. This 8 item scale measures callousness, denial, procrastination, 
intimidation, control, rigidity, victim stance and pro-criminal views. Behavioural 
anchors are given alongside each item and the items are rated on a four point scale (0 
-  3) according to how much the respondent matches the anchor. The scores on each 
scale are summed to provide a total score ranging from 0 to 24; a higher score 
indicates greater readiness or responsivity for treatment.
The internal consistency of the Treatment Readiness scale is Cronbach alpha .83 and 
the items produced factor loadings ranging from .6 to .77. The Treatment 
Responsivity scale also has excellent internal consistency at .82 and the items 
produced factor loadings ranging from .59 to .75 (Serin et al, 2005).
Other participant information
The following information was extracted from the participants’ medical records by a 
member of the DSPD clinical team and given to the researcher: age, age at admission, 
date of admission, source of admission, ethnicity, index offence, life sentence status, 
and personality disorder diagnosis according to the International Personality Disorder 
Examination (IPDE, Loranger et al, 1994). IPDE personality disorder diagnoses were 
only available for 10 of the 16 participants. This was because six had either refused to 
participate in the assessment procedure or had not been assessed.
Their admission status, i.e. whether they volunteered to come to the DSPD unit, 
agreed with the referral or opposed it, was gained from discussion with the Field 
Supervisor and Senior Clinical Staff at the unit.
QUANTITATIVE ANALYSIS
The acceptable level of significance was taken as p < .05 throughout the analysis. 
Throughout the report, specific significance values will not be cited, but whether the 
value is greater than or less than the .05 significance level (or in some cases less than 
.001) will, as per Field (2005). Pearson’s correlation coefficient r was taken as an 
effect size measure with Cohen’s (1992) recommendations used regarding the size of 
the effect attributed to r. The statistical package SPSS version 15.0 for windows was 
used for all statistical analysis unless stated otherwise.
According to Cohen (1992) using the standard a level of .05 and the recommended 
power of level .8,26 participants would be needed to detect a large effect size. A 
large effect size was chosen because the sample size was expected to be small based 
upon previous researchers’ response rates. Further, this was an exploratory study so 
general trends were sought. Post-hoc power analyses were conducted once the sample 
size was known using G*Power (Faul & Erdfelder, 1992).
Analyses on the representativeness of the sample
Study sample compared to UK DSPD population 
Information on the study sample was compared to descriptive statistics of 
demographic, clinical and offence related information for 203 male patients admitted 
to the UK high secure DSPD service across the four sites (Broadmoor, Rampton, 
Whitemoor and Frankland) between May 2000 and August 2007 (unpublished data, 
DSPD unit).
These analyses were conducted with the statistical package MedCalc which allowed 
for analyses based upon means and standard deviations without the need for raw data, 
which was unavailable. The data from both these groups was normally distributed 
and so to compare their means, independent two-tailed t tests were conducted.
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Comparisons of frequencies between the two groups were conducted with a two-tailed 
Chi-square test for the comparison of two proportions (from independent samples), 
expressed as a percentage. This involved a two by two contingency table, so Yates’s 
correction was applied in order to reduce the chances of making a type 1 error (Field, 
2005)8.
The PCL:SV scores of the participants were used rather than the PCL-R scores 
because eight of the participants did not have PCL-R scores. They had either refused 
to participate in the PCL-R assessment or the DSPD clinicians had not assessed them. 
However, the PCL:SV factor scores were available for only 12 of the participants 
because of the above factors. The PCL factor scores were not comparable between 
the DSPD sample and the DSPD population because only the PCL-SV factor scores 
were available for the DSPD sample and only the PCL-R scores were available for the 
DSPD population.
Study sample compared to DSPD unit population
The demographic, clinical and offence related data of the 16 study participants was 
compared to that of the 20 patients residing in the DSPD unit at the time of the study 
who did not participate. The data on their age, age at admission and months in the 
unit was normally distributed therefore two-tailed independent t tests were conducted. 
The frequency of the ethnicity of the study participants and the non-participants, 
source of admission, life sentence status and index offences9 were not normally 
distributed. The frequency of these different classes was under 5; therefore two-tailed 
Fisher Exact probability tests were used. Data on whether the non-participants had 
volunteered to come to the DSPD unit, or whether they had agreed or opposed their 
referral was unavailable.
8 Because the total number of cases was less than 20, it would have been more appropriate to perform a 
Fisher’s exact test but this was not possible due to the raw data being unavailable. Therefore these 
comparisons need to be treated with caution.
9 Index offence refers to the offence for which the participants were incarcerated; this may include 
more than one offence, e.g. rape and murder. The participants may also have committed other offences 
prior to and after the index offence but this information was unavailable.
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Study sample compared to the prison sample
The demographic variables of the DSPD study sample and the treatment and non­
treatment prison samples were compared. To examine if there were any significant 
differences between these groups regarding age and number of months spent in their 
respective institutions, one-way post hoc ANOVAS were conducted. These tests were 
chosen because the data was normally distributed and the assumptions of equal 
variance were met. Due to the small size of the DSPD sample and because the 
frequencies of each category were under 5, a two-tailed Fisher Exact probability test 
was used to compare the ethnicity of the DSPD sample to both the prison samples.
Analyses on the reliability and validity of the PCI OA
Distribution o f  the data
In order to determine if the PCI OA data from the DSPD sample was normally 
distributed, the frequency statistics were explored and a Kolmogorov-Smimov test of 
normality was conducted. The skewness and kurtosis z-scores were compared to the 
normal distribution z-score of 2.58, as suggested by Field (2005) for small sample 
sizes.
Reliability o f  the PCI OA
The internal reliability of the AMI and MMI of the PCI OA when conducted upon the 
DSPD sample was examined by calculating the Cronbach’s alpha co-efficient. A 
Cronbach alpha co-efficient of .7 was taken as the cut off value for an acceptable level 
of reliability, as recommended by Kline (1999) when examining psychological 
constructs.
Validity o f  the PCI OA
In order to assess the concurrent validity of the PCI OA conducted upon DSPD 
patients, the participants’ scores on the PCI OA were compared to their scores on the 
Treatment Readiness and Responsivity Scales: Short Version (Serin et al, 2005). This 
data was only available for 12 of the participants (four had refused to be assessed or 
had not yet been assessed). The data met the assumptions for parametric tests, so a 
one-tailed Pearson’s correlation co-efficient was conducted upon the AMI and MMI 
scores and the Treatment Readiness and Responsivity scores.
146
Analyses of the hypotheses
Hypothesis 1 and 2: The DSPD patients will have lower scores on the Adaptive 
Motivational Index o f  the PCI OA than a sample o f  category B prisoners. The DSPD 
patients will have higher scores on the Maladaptive Motivational Index o f  the PCI OA 
than the prison sample.
The mean scores on the AMI and the MMI of the DSPD sample were compared to 
those of the treatment prison sample. The scores were normally distributed so a one­
way independent ANOVA was used. However, the sample sizes were different, the 
treatment prison group was larger (n=64) than the DSPD group (n=16). These 
unequal sample sizes reflected the true differences in numbers of the prison and 
DSPD populations. Therefore, to avoid distorting these differences and in order to 
maintain generalizability, the n was not artificially equalised (Tabachnick & Fidell, 
2001). The problem of the discrepancy in sample sizes is relatively minor when using 
ANOVA (Tabachnick & Fidell, 2001). Cohen’s (1992) effect size conventions of r 
were applied to co because they are comparable (Field, 2005).
Hypothesis 2 and 4: There will be a positive correlation between PCL-R scores and 
scores on the Maladaptive Motivational Index o f the PCI OA. There will be a 
negative correlation between PCL-R scores and scores on the Adaptive Motivational 
Index o f  the PCI OA.
The data was normally distributed therefore one-tailed Pearson’s correlation tests 
were conducted upon the AMI, MMI and PCL-R total scores.
Hypothesis 5 and 6: DSPD patients with high Factor 1 scores will have higher scores 
on the Maladaptive Motivational Index o f the PCI OA than DSPD patients with low 
Factor 1 scores. DSPD patients with high Factor 1 scores will have lower scores on 
the Adaptive Motivational Index o f the PCI OA than DSPD patients with low Factor 1 
scores.
One-tailed Pearson’s correlations were conducted upon the AMI, MMI and PCL:SV 
Factor 1 and 2 scores.
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Post-hoc analyses
Because of the exploratory nature of the study, post hoc analyses were conducted to 
examine any differences between variables that were not hypothesised.
Comparison o f  the DSPD and prison samples PCI OA scores and ratings o f  the 
helpfulness o f the prison/DSPD unit
A one way ANOVA was used to compare the scores of the treatment prisoners, non­
treatment prisoners and DSPD patients on each of the variables: the PCI OA scales, 
AMI, MMI and ratings of how helpful or interfering being in the prison or the DSPD 
Unit was. The Hochberg’s GT2 post-hoc procedure was used in addition to the 
ANOVA because it minimizes the problems associated with discrepant sample sizes 
(Field, 2005). A two-tailed Dunnett’s test was also used to compare the treatment and 
non-treatment prisoners’ mean scores with the mean scores of the DSPD group.
Differences within the DSPD sample according to admission status 
In order to examine any differences between participants that had volunteered or 
agreed to come to the DSPD unit (n = 11) and those that had opposed their admission 
(n = 5), Mann Whitney tests were conducted upon the data. This test was chosen due 
to the small number of participants in each category. Because six tests were 
conducted the critical level of significance was corrected to .0083 using a Bonferroni 
correction.
Correlations between length o f  stay in the DSPD unit, AMI scores, MMI scores and 
control
This data was normally distributed so two-tailed Pearson’s correlations were used. 
Because four tests were conducted the critical level of significance was corrected to 
.0125 using a Bonferroni correction.
Correlations between the AMI and MMI scores and ratings o f  the DSPD unit and 
treatment helping or interfering.
This data was normally distributed so a two-tailed Pearson’s correlation test was used. 
Because six tests were conducted the critical level of significance was corrected to 
.0083 using a Bonferroni correction.
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Correlations between age, age at admission and AMI and MMI scores 
This data was normally distributed so a two-tailed Pearson’s correlation test was used. 
Because four tests were conducted the critical level of significance was corrected to 
.0125 using a Bonferroni correction.
Differences in ratings o f  whether the DSPD unit and engaging in treatment helps or 
interferes in goal attainment.
This data was normally distributed so a paired sample two-tailed t test was used to 
compare the scores on the scale of the unit being helpful with the scores of the unit 
being interfering, and the scores of treatment being helpful with the scores of it being 
interfering.
QUALITATIVE ANALYSIS
The PCI OA provided qualitative information regarding current concerns and goals 
and helpful and interfering aspects of the DSPD unit and treatment. Thematic 
analysis was used to analyse this data. This involved identifying themes inherent 
within the data and quantifying the presence of these concepts.
Thematic analysis was chosen because it accommodated the fact that a research 
question was decided upon prior to analysis. Further, thematic analysis was used by 
McMurran et al (2008) and use of the same analytic method would aid in comparing 
the concerns of their sample of prisoners with those of the DSPD participants. 
Thematic analysis has no theoretical base and so allowed the researcher to draw 
inferences directly from the text without needing to place this in an epistemological 
context (Boyatzis, 1998). The latter issue is important as the qualitative data was 
gathered in order to enrich the quantitative data rather than as a primary focus of the 
research in itself.
The data was analysed at the level of semantic categories using sentences as coding 
units because this provided more context than analysing single words. Exclusive 
coding categories were used in which data could only relate to one code. Sentences 
were assigned to semantic categories based upon their meaning, thus words with the 
same implied meaning (such as slang or jargon) were categorised together. Irrelevant
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information such as ‘and’ and ‘the’ was ignored (as suggested by Weber, 1990) 
because they added little meaning of the themes.
The analysis was conducted by hand, the interview transcripts were read and re-read 
and themes highlighted. Each sentence that was indicative of a theme was listed with 
the participants’ reference number to ensure a paper trail could be kept of the data. 
This list became the coding manual (see appendix p. 106-127) and the frequency of the 
occurrence of each theme within each life area was calculated.
ETHICAL CONSIDERATIONS
This research presented several ethical issues. In order to ensure that the participants 
gave informed consent, they were given a consent form and an information sheet prior 
to the interview. This explained the aims and procedure of the research and the 
information needed from their hospital notes. These were written in a clear, easy to 
understand manner and were read to the patient by the researcher (to combat any 
problems with literacy). The participants had the opportunity to ask questions. An 
interval was provided between the explanation of the research and the interviews, to 
allow them time to consider participation in the research.
It was made explicit to the patients that participation in the research was entirely 
voluntary and that participation or non-participation would have no bearing upon 
their treatment or progress within the service. It was also explained that they could 
withdraw from the study at any time during and after the research and that if this 
occurred, their interview answers would be returned or destroyed. They were 
informed that they did not have to answer any of the questions, should they not wish 
to.
The participant's responses to the interview were confidential and were not discussed 
with clinical staff. To ensure anonymity, participants were assigned a reference 
number that corresponded with their name on the participant list. The participants 
were identified on the interview schedule only by their reference number. The 
participant list was treated in the strictest confidence and kept in a locked cabinet in a
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locked office. To avoid identification of the DSPD unit, no details that rendered it 
identifiable were included in the report.
Permission for the Local Collaborator (who was a member of the DSPD clinical team) 
to access the hospital notes and give the researcher relevant information was gained 
from the participants via the consent form. Copies of the signed consent forms were 
filed in the participants’ hospital notes, as per Trust policy. All reasonable steps to 
safeguard the security of any records, including those held on computer were taken. 
No identifiable information was divulged to any person.
The researcher provided de-briefing following the interviews, in which the 
participants had the opportunity to discuss their experience of the interview and the 
contact details of the Independent Advocacy Service were provided.
The researcher complied with the British Psychological Society Code of Conduct, 
Ethical Principles & Guidelines (2006) and with the Data Protection Act (1998). The 
Surrey University School of Human Sciences Ethics Committee approved the 
research (see appendix p. 128), as did the Ealing & West London Mental Health Trust 
Research Ethics Committee (see appendix p. 129-131). The West London Mental 
Health NHS Trust research and development procedures were adhered to (see 
appendix p. 132). McMurran et aVs (2008) study was approved by the Prison 
Governor and HM Prison Service’s Area Psychologist for Wales.
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RESULTS
SAMPLE SIZE AND COMPOSITION 
DSPD sample
Of the 36 patients in the DSPD unit, 35 were approached to participate in the research, 
one patient was in seclusion so could not be approached. No patients were excluded 
because they were deemed by the nursing team to pose a risk to the researcher or 
because they were unable to understand English. Sixteen patients agreed to 
participate, 45.7 % of the population of the DSPD unit approached. The majority of 
the patients who declined to participate did not give a reason. Of those who did, one 
cited physical health reasons, two were too busy, one felt it would not affect his 
treatment and one felt the payment was insufficient.
The mean age of the sample was 41.9 years (s.d. = 9.08, range = 31). The mean age of 
the sample at admission was 40.2 years (s.d. = 9.2, range = 33). Fifteen (93.75%) of 
the sample were white and one was African.
The mean score on the PCL-R was 28.7710 (s.d. = 4.48, range = 14); 50% of 
participants scored 30 or above and 68.7% of the sample scored 25 or above. The 
mean PCL:SV Factor 1 score was 8.75 (s.d. = 2.38, range = 7) and 50% of 
participants scored 10 and above. The mean PCL:SV Factor 2 score was 10.25 (s.d. = 
1.81, range = 5) and 75% of participants scored 10 and above.
Of the 10 participants for which there was IPDE data, four were diagnosed with three 
types of personality disorder; three were diagnosed with two types, two with one type 
and one participant with none. The most common diagnosis was for anti-social 
personality disorder (six participants) and paranoid personality disorder (four 
participants); three participants were diagnosed with borderline personality disorder 
and two with avoidant personality disorder.
10 This includes 4 PCL-R total scores which were calculated from the PCL-SV total score, the PCL:SV 
and PCL-R total scores correlate highly so this should not affect the validity of these scores.
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The length of stay in the DSPD unit at the time of the study ranged from two weeks to 
five years, the mean was 17 months (s.d. = 17.36). 81.3% of the participants had been 
transferred from prison, 12.5% had come from a prison DSPD unit and one participant 
had been transferred from a high secure hospital. 43.8% of the sample (7 participants) 
had received a life sentence. 18.8% of the sample (3 participants) had volunteered to 
come to the DSPD unit, 50% had agreed with the referral and 31.3% (5 participants) 
were opposed to it.
UK DSPD Population
The mean age of DSPD patients upon admission was 35.6 (s.d = 8.7 years), 93.5% 
were white, 3.5% were black and 3% were Asian. 54.2% had received a life sentence. 
The mean PCL-R score was 28.2 (s.d. = 4.8), 76.2% scored 25 or above and 46.05% 
scored 30 or above. 80% of DSPD patients were diagnosed with anti-social 
personality disorder, 55% with borderline personality disorder, 33% with paranoid 
and 22% with avoidant personality disorder.
Prison sample
Table 1: Demographic data of the prison sample
Treatment 
prisoners 
(N= 64)
Non-treatment 
prisoners 
(N = 65)
Total prison 
sample 
(N = 129)
Age Mean = 30.2 
s.d. =7.4
Mean = 30 
s.d = 7.4
Mean = 30.2 
s.d. = 7.41
N months 
incarcerated
Mean = 29.1** 
s.d. = 23.7
Mean = 16.1* 
s.d. = 15.7
Mean = 29.1 
s.d. = 23.7
Ethnicity White: 61 
Afro-Caribbean: 0 
Asian: 1 
Mixed: 1 
African: 1 
Arabian: 0
White: 56 
Afro-Caribbean: 2 
Asian: 1 
Mixed: 3 
African: 2 
Arabian: 1
White: 117 
Afro-Caribbean: 2 
Asian: 2 
Mixed: 4 
African: 3 
Arabian: 1
*based upon N=56 due to missing ( ata
** based upon N = 59 due to missing data
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Of the treatment prisoners, 48 were about to start or engaged in ETS, 11 in CALM, 
four in Family Man, and one in both ETS and CALM. All prisoners apart from one 
completed the treatment (Theodosi, 2008, personal communication). The mean 
sentence length was 38.23 months (s.d. = 41.56).
SAMPLE REPRESENTATIVENESS
Study sample compared to UK DSPD population
The study sample was significantly older upon admission to the service than the UK 
DSPD population, /(217) = 2.03, p < .05. There was no significant difference 
between the sample and the DSPD population in terms of ethnicity, the proportion 
who had received a life sentence, the total PCL-R scores or the frequency of 
personality disorder diagnoses.
Study sample compared to DSPD unit population
There was no significant difference between participants and non-participants in terms 
of their ethnicity, age, age at admission, months spent in the unit, source of admission 
or proportion with life sentences.
Study sample compared to the prison sample
The DSPD sample was significantly older than both the treatment and non-treatment 
prisoners, F(2,142) = 17.17, p < .001. There was no significant difference between the 
time the DSPD patients and both samples of prisoners had spent in their respective 
institutions. There was no significant difference between the three samples in terms 
of their ethnicity.
DISTRIBUTION OF THE DATA
The frequency statistics showed that the mean scores on the scale “What to do” were 
negatively skewed (z-score = -3.14) and had a high level of kurtosis (z-score = 3.26). 
The frequency statistics also showed that the scores on the “Commitment” scale were 
negatively skewed (z-score = -2.82). Closer analysis revealed that there was one 
outlying score on each of these scales that affected these results, therefore it was not 
deemed necessary to transform the data.
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The Kolmogorov-Smirnov test of normality also revealed the mean scores on the 
“Commitment” scale were significantly non-normal £>(16) = .233, p < .05. It did not 
detect abnormal distribution of the “What to do” scale but did reveal that the mean 
scores on the “Treatment interferes” scale were significantly non-normal £>(16) = 
.266, p < .05.
All other PCI OA scores, including the AMI and MMI were normally distributed.
RELIABILITY OF THE PCI OA
When the PCI OA was conducted upon the DSPD sample, the AMI showed moderate 
internal reliability, Cronbach alpha = .624. The reliability of the MMI was poor, 
Cronbach alpha = .512.
When the PCI OA was conducted upon the whole prison sample, the internal 
reliability of the AMI including and excluding the unhappiness scale was equal, an 
acceptable Cronbach alpha = .7. The internal reliability of the MMI including the 
unhappiness scale was less acceptable, Cronbach’s alpha of .512. The internal 
reliability of the MMI excluding the unhappiness scale was slightly higher, Cronbach 
alpha = .641.
ANALYSIS OF THE HYPOTHESES 
Examination of the validity of the PCI OA
The mean Treatment Readiness score of the participants (n=12) was 12.87 (s.d. = 6.8) 
and the mean Treatment Responsivity score was 12.67 (s.d = 5.67). AMI scores were 
significantly positively correlated with the Treatment Responsivity scores, r = .56, p  
(one-tailed) < .05. The AMI scores were not significantly correlated with the 
Treatment Readiness scores. The MMI scores were not significantly correlated with 
the Treatment Responsivity scores or the Treatment Readiness scores. The AMI was 
significantly negatively correlated with the MMI, r = -.81,/? (one-tailed) < .001.
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Hypothesis 1: The DSPD patients will have lower scores on the Adaptive 
Motivational Index of the PCI OA than a sample of category B prisoners.
Table 2: Mean scores on the PCI OA for the three samples
DSPD  
(n =  16)
Prison  
treatm ent 
(n = 64)
Prison non­
treatm ent 
(n =  65)
N concerns 6
(s.d = 3.43)
7.72
(s.d. = 4.37)
7.34
(S.d.= 3.89)
AM I 8.79
(s.d. =.66)
9.22
(s.d. = .43)
8.84
(s.d.=.52)
M M I 4.98
(s.d.= .68)
4.5
(s.d.= .34)
4.84
(s.d =.58)
Im portance 9.16
(s.d.=.89)
9.11
(s.d. = .83)
9.06
(s.d. =.95)
Likelihood 6.19
(s.d. = 3.23)
7.74
(s.d. = 1.45)
6.1
(s.d = 2.06)
Control 4.68
(s.d. = 2.95)
7.17
(s.d.=1.77)
6.19
(s.d=2.59)
W hat to do 7.66
(s.d. = 2.68)
8.45
(s.d. = 1.32)
7.54
(s.d.=2.16)
Happiness 9.17
(s.d. = .803)
9.25
(s.d. = .75)
9.12
(s.d. =1.06)
Comm itment 8.61
(s.d.=1.72)
8.86
(S.d. = 1.07)
8.22
(s.d.=1.45)
W hen 6.79
(s.d. = 2.68)
4.13
(s.d. = 2.23)
4.28
(s.d.=2.32)
A one-way independent analysis of variance showed that the DSPD patients had 
significantly lower scores on the AMI than the prison sample, F(l,78) = 9.887, p < 
.05, co— .316, a medium effect size. A post-hoc power analysis revealed that power = 
.94, F(l,78) = 3.96, Lambda = 12.811.
1 This result must be treated with caution because it assumes equal sample sizes, which is not the case.
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Hypothesis 2: The DSPD patients will have higher scores on the Maladaptive 
Motivational Index of the PCI OA than the prison sample.
The Levene’s test was significant which indicated that homogeneity of variance was 
violated (p < .001), therefore the Welch and Brown-Forsythe robust tests of equality 
of means were used to determine the significance. These showed that the DSPD 
patients had significantly higher scores on the MMI than the prison sample, F( 1,16.9) 
= 7.41, p < .05, co=0.398, a medium effect size. A post-hoc power analysis revealed 
that power = .94, F(l,78) = 3.96, Lambda = 12.812.
Hypothesis 3: There will be a positive correlation between PCL-R scores and 
scores on the Maladaptive Motivational Index of the PCI OA.
There was no significant correlation between the AMI and PCL-R total scores.
Hypothesis 4: There will be a negative correlation between PCL-R scores and 
scores on the Adaptive Motivational Index of the PCI OA.
There was no significant correlation between the MMI scores and the PCL-R total 
scores.
Hypothesis 5: DSPD patients with high Factor 1 scores will have higher scores on 
the Maladaptive Motivational Index of the PCI OA than DSPD patients with low 
Factor 1 scores.
There was no significant correlation between the PCL:SV Factor 1 scores and the 
MMI scores.
Hypothesis 6: DSPD patients with high Factor 1 scores will have lower scores on 
the Adaptive Motivational Index of the PCI OA than DSPD patients with low 
Factor 1 scores.
There was no significant correlation between the PCL:SV Factor 1 scores and the 
AMI scores or between the PCL:SV Factor 2 scores and the MMI scores.
A post-hoc power analysis of using a one-tailed correlation on the DSPD sample 
revealed that power = .71, r(14) = 1.76, delta = 2.31.
12This result must be treated with caution because it assumes equal sample sizes, which is not the case.
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POST-HOC ANALYSES
Correlations between the AMI score and PCL:SV Factor 2 score
There was no significant correlation between the PCL:SV Factor 2 scores and the 
AMI scores.
Correlations between the MMI score and PCL:SV Factor 2 score
There was no significant correlation between the PCL:SV Factor 2 scores and the 
MMI scores.
Comparison of PCI OA scores of the DSPD and prison samples
Table 3: Significant differences between the PCI OA scores of the DSPD sample
and the prison sample
DSPD & treatment prisoners DSPD & non treatment 
prisoners
Non treatment prisoners & 
treatment prisoners
N Concerns - - -
AMI DSPD scored lower 
p < .05 (Hochberg’s GT2) 
p < .05 (2-tailed Dunnett)
Non treatment scored lower 
p < .001 (Hochberg’s GT2)
MMI DSPD scored higher 
p < .05 (Hochberg’s GT2) 
p < .001 (2-tailed Dunnett)
Non treatment scored higher 
p < .001 (Hochberg’s GT2)
Importance - - -
Likelihood DSPD scored lower 
p < .05 (Hochberg’s GT2) 
p < .05 (2-tailed Dunnett)
Non treatment scored lower 
p < .001 (Hochberg’s GT2)
Control DSPD scored lower 
p < .001 (Hochberg’s GT2) 
p < .001 (2-tailed Dunnett)
DSPD scored lower 
p < .05 (2-tailed Dunnett)
What to do 
(achievability)
Non treatment scored lower 
p < .05 (Hochberg’s GT2)
Happiness - - -
Commitment Non treatment scored lower 
p < .05 (Hochberg’s GT2)
When13 DSPD scored higher 
p < .001 (Hochberg’s GT2) 
p < .001 (2-tailed Dunnett)
DSPD scored higher 
p < .001 (Hochberg’s GT2) 
p < .001 (2-tailed Dunnett)
13N.B.: - signifies there was no significant difference between the groups Sellen et al felt this scale 
was not valid with the prison population so these comparisons should be treated with caution.
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Differences within the DSPD sample according to admission status
There was no significant difference between the group of participants who 
volunteered to come to the DSPD unit or who agreed with the referral and the group 
who opposed the referral in terms of their AMI scores and MMI scores. There was 
also no significant difference between these groups in how helpful or interfering they 
rated being in the DSPD unit and the treatment.
Correlations between length of stay in the DSPD unit, AMI and MMI scores and 
control
There was no significant correlation between the length of stay in the DSPD unit and 
the AMI scores, MMI scores and control scale scores.
Correlations between the AMI and MMI scores and ratings of the DSPD unit 
and treatment helping or interfering.
The mean rating of the DSPD being helpful was 5.35 (s.d. = 3.24) and of it being 
interfering was 4.35 (s.d. = 6.56). The mean rating of the treatment being helpful was 
5.65 (s.d. = 3.48) and of it interfering was 3.15 (s.d. = 3.73).
There was a significant positive correlation between AMI scores and ratings of the 
DSPD unit being helpful r = .806,/? < .001. The AMI scores were significantly 
negatively correlated with ratings of the DSPD unit interfering r = -.109, p  < .001.
The AMI scores were significantly positively correlated with ratings of treatment 
being helpful r = .112, p  < .001 and negatively correlated with ratings of treatment 
interfering r = -.195, p  < .001.
There was a significant negative correlation between MMI scores and ratings of the 
DSPD unit being helpful r = -.682,/? < .05. MMI scores were significantly positively 
correlated with ratings of the DSPD unit interfering r = .720, p  < .05. MMI scores 
were significantly negatively correlated with ratings of treatment being helpful 
r = -.646, p  < .05 and significantly positively correlated with ratings that treatment 
interferes r = .704,/? < .05.
The post-hoc power analysis of using a two-tailed correlation on the DSPD sample 
revealed that power = .58, /(14) = 2.15, delta = 2.31.
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Correlations between age, age at admission and AMI and MMI scores
There was no significant correlation between these variables.
Differences in ratings of the DSPD unit and engaging in treatment
There was no significant difference between the ratings of the DSPD unit being 
helpful and it being interfering or between the ratings of engaging in treatment being 
helpful and it being interfering.
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RESULTS OF THE THEMATIC ANALYSIS
Table 3: Number of participants with concerns in each life area
Life area N participants with 
concerns
% o f
sample
Love, intimacy and sexual matters 12 75
Employment and finances 11 68.75
Home and household matters 9 56.25
My offending behaviour 9 56.25
Friends and acquaintances 8 50
Self changes 8 50
Education and training 6 37.5
Health and medical matters 6 37.5
Partner, family and relatives 5 31.25
Hobbies, pastimes and recreation 5 31.25
Any other area 5 31.25
Spiritual matters 3 18.75
Substance abuse 2 12.5
The themes of participants concerns within each life area are reported below. The 
number of participants’ comments within each theme is given in parentheses (see 
appendix p. 105-126 for the results presented in the coding manual).
The area of love, intimacy and sexual matters produced the greatest number of 
concerns. These involved wanting a partner (7), wanting a stable relationship (1), 
intimacy issues (4), ex-partner issues (1) and the influence of their offending upon a 
partner (3).
In the area of employment and finances, concerns involved getting a stable job (10) 
and having enough money (1). In the home and household area, concerns involved 
finding accommodation (4), the area to live in (3), co-habitees (1), and existing 
accommodation (1).
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Regarding offending behaviour, the concerns were re-offending (5), the impact of 
their offences (3), and the effect of offending behaviour upon the perception of other 
behaviour (1). In the life area of friends and acquaintances, lack of friends was a 
concern (2), as were restrictions upon friendships with ex-offenders (2), difficulty in 
making friends (2), and choice of friends (1).
In the life area of self changes, the participants’ concerns were to change their anti­
social attitudes and behaviour (4), their ability to change (2), the impact of self 
changes upon their lives (1) and changing their entire life (1). In the area of education 
and training, concerns included a lack of education (2), wanting to obtain 
qualifications (2) and wanting to increase knowledge and skills (2).
Poor health was a concern in the area of health and medical matters (5) as was a 
concern about a specific physical ailment (1). In the partner, family and relatives 
area, concerns included difficult relationships with family (4), limited contact with 
family (1), and foreseeing difficult relationships in the future (1).
In the area of recreation, participants were concerned that they were unable to engage 
in hobbies because of security restrictions (3) and because of their offences (2). With 
regards to religion, concerns were that their religious needs were not met (2) and a 
lack of contact with religious leaders (1). The life area of substance abuse raised a 
concern about returning to substance abuse upon release (2). Other concerns that 
were not included in the above life areas were that being in the DSPD unit was 
negative (3) and concerns about the future (2).
With regards to how being in the DSPD unit was helpful, it provided training (8), 
developed social skills (1), developed interpersonal skills (2), and increased 
participants’ ability to cope with emotions (2). The participants reported it helped 
them to not re-offend (2), had good quality healthcare (3) and they were treated like 
individuals (2).
The participants reported that being in the DSPD unit interfered due to its custodial 
nature (6), its security restrictions (8), it being an unhelpful environment (2), and its 
stigma (4).
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There were 46 comments made regarding how helpful the treatment was, the 
participants reported that engaging in treatment was helpful in the following ways: it 
reduced the chances of re-offending (2), addressed offending thoughts and behaviour 
(4), prepared the participants for life in the community (2), developed personal skills 
(6), social skills (2) and relationship skills (2) and developed the ability to express and 
cope with emotions (7). Participants reported that treatment helped them to change
(3), increased motivation (4), and facilitated self discovery (4).
There were 27 comments made about the interfering aspects of treatment, these 
included: it was time consuming (6), hindered progress (5), did not meet their needs
(4), raised difficult issues (2) and that information revealed in treatment would be 
used in a detrimental manner (2).
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DISCUSSION
The results of the research suggested that the PCI OA is a useful measure but that 
further research needs to be conducted on its psychometric properties. The 
motivational structures of the DSPD patients were less adaptive than the prisoners, as 
hypothesised. However, there was no correlation between level and type of 
psychopathic symptoms; therefore the other hypotheses were rejected. The content of 
the DSPD participants’ goals were similar to the goals of the prison sample and 
congruent with current theories of offender rehabilitation.
Throughout this discussion explanations for the findings are suggested, with reference 
to previous research and psychological theory. Particular focus is given to whether the 
less adaptive nature of the motivational structures of the DSPD participants is 
attributable to psychopathy or to other factors. Implications of the results for clinical 
practice are suggested and areas of future research are identified. Following this, a 
critique of the research is given in which limitations of the study are discussed.
Examination of the validity and reliability of the PCI OA when conducted upon 
the DSPD sample.
The concurrent validity of the AMI scale was indicated by its strong positive 
correlation with the Treatment Responsivity scale. This suggested that both these 
scales measure similar constructs such as accepting responsibility and being task 
orientated.
The scores on the Treatment Readiness scale indicated an individual’s willingness to 
engage in the treatment process and include items such as problem recognition, goals 
and motivation (Serin et al, 2005). Therefore one would expect the AMI to be 
associated with these scores, but this was not the case. The lack of association 
between the MMI scores and the Treatment Readiness and Responsivity scores also 
indicates the lack of concurrent validity of this scale.
The limited concurrent validity of the PCI OA with the Treatment Readiness and 
Responsivity scores may not necessarily mean that the PCI OA is invalid when 
conducted upon the DSPD population. The small sample size was a limitation in
164
assessing the PCI OA’s validity and more research with a larger sample of this 
population is needed. It would also be useful to compare the AMI and MMI scores to 
actual engagement with treatment. This was not possible in the current study.
The reliability analysis of the PCI OA when conducted upon the DSPD sample 
revealed that the AMI had moderate internal reliability but the MMI had poor internal 
reliability. McMurran et al (2007) reported a slightly higher reliability of the AMI and 
MMI scales than was found in the present study. However this could be due to the 
smaller size of the DSPD sample. The lower internal reliability of the MMI when 
conducted on the DSPD sample was congruent with McMurran et a l’s results and 
suggests that further examination of this index is needed. Omitting the unhappiness 
scale did not affect the reliability of the AMI and the reliability of the MMI was 
greater without it. This may indicate that omission of this scale may increase the 
reliability of the PCI OA. As a measure of the motivational structure of DSPD 
patients, more research is needed to establish the validity and reliability of the PCI 
OA.
Alterations need to be made to the PCI OA to increase its ease of use. McMurran et 
al (2007) suggested omitting life areas used infrequently, such as spiritual matters, to 
reduce administration time. The participants found the rating scale ‘when the goal 
will be achieved’ difficult to use (as also reported by McMurran et a l) ; stated periods 
of time, e.g. 0 is less than a week, would be easier to use.
The motivational structures of DSPD patients
The DSPD sample had lower scores on the AMI of the PCI OA and higher scores on 
the MMI than the treatment prisoners, which indicated that their motivational 
structures were less adaptive. Therefore, the first and second hypotheses were 
accepted.
It was suggested that this difference may be due to the presence of psychopathy 
within the DSPD sample. In which case, one would expect an association between 
level of psychopathy and motivation. However, the analysis of the third and fourth 
hypotheses, which examined whether the motivational structures of DSPD patients 
with high PCL-R scores were less adaptive than the motivational structures of patients
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with low PCL-R scores, indicated this was not the case. The total PCL-R scores and 
PCI OA scores were unrelated. Therefore, the third and fourth hypotheses were 
rejected.
The fifth and sixth hypotheses examined whether the motivational structures of DSPD 
patients with high scores on Factor 1 of psychopathy were less adaptive than the 
motivational structures of patients with low scores. There was no association between 
either factor of the PCL:SV and PCI OA scores. Therefore the fifth and sixth 
hypotheses were rejected.
The DSPD participants had less adaptive motivational structures than the treatment 
prisoners. They rated the achievement of their goals as less important and less likely, 
were less aware of how to achieve their goals, were less committed to achieving their 
goals and expected less happiness upon goal attainment. The power analysis revealed 
that there was a high probability this medium sized difference between groups was a 
genuine effect14.
The maladaptive motivational structure of the DSPD patients could be attributable to 
psychopathy. It may be that psychopathy does negatively affect motivation but that 
this relationship was not detected in the current study. The power of the analyses was 
below that recommended by Cohen (1992) therefore a type II error may have occurred 
and hypotheses three and four may have been rejected incorrectly. An examination of 
PCL-R and PCI OA scores with a larger sample may be more powerful in detecting an 
association between these variables. The distribution of the PCL-R scores was small; 
68.7% of the sample scored at or above 25. Therefore any differences in PCI OA 
scores according to differences in PCL-R scores may have been too slight to be 
detected.
The same reasons could explain the lack of association between the PCL:SV factor 
scores and PCI OA scores. The sample size was small and the scores were 
concentrated around the top of the scales. Therefore any differences that may have
14 However this was analysis must be treated with caution due to the unequal sample sizes of the 
groups.
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existed in PCI OA scores according to participants’ Factor 1 or 2 scores may not have 
been detected.
It could be that the maladaptive motivational structures shown by DSPD patients were 
attributable to the presence of psychopathy within this group but that motivation does 
not become more maladaptive after the diagnostic cut off point. In other words, that 
motivation was affected by the presence of a certain level of psychopathic symptoms 
but did not get worse as this increased. In order for this hypothesis to be examined, 
PCL-R scores of the prison population would be needed to compare the two groups’ 
psychopathy levels.
The alternative explanation for the difference in the motivational structures of DSPD 
patients and treatment prisoners is that it is not attributable to different levels of 
psychopathy but is attributable to other internal and external responsivity factors.
In the RNR model (Andrews & Bonta, 2003) treatment constitutes an external 
responsivity factor that affects motivation to engage. McMurran and McCulloch 
(2007) found that prisoners who did not complete treatment reported that although 
they were motivated to engage in treatment, the treatment offered was not relevant to 
their current concerns. Treatment issues could have contributed to the higher 
incidence of maladaptive motivational structures in the DSPD sample.
The treatment offered to the DSPD patients and prisoners differed in terms of its 
range, focus, intensity, structure and mode of delivery (individual or group), and this 
may have affected the motivation of these two groups to engage with it. The DSPD 
participants were offered a wider range of treatment programmes and modes of 
delivery, therefore one would assume that they would be more likely to find the 
treatment more relevant to their current concerns than the prisoners.
Indeed, only four participants reported the treatment offered was not responsive to 
their needs and the majority felt that it was. There was no statistical difference 
between the ratings of how helpful or how interfering being in the DSPD unit and 
engaging in treatment was; but more participants commented on how the treatment 
helped them attain their goals than on how it interfered. One participant commented:
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“there’s nowhere in the prison environment where the therapy is designed specifically 
to deal with all the problems that occur in life”. It appeared that some participants had 
issues with the focus of the treatment offered which may have affected their 
motivation to engage with it, but that other factors also affected the motivation of the 
DSPD patients.
Control is integral to adaptive motivation; therefore one would assume that those who 
were opposed to being admitted to the DSPD unit would have more maladaptive 
motivational profiles than those who volunteered or agreed to be admitted; however 
this was not the case. One would also assume that those opposed to their admission 
would have more negative ratings of the unit and treatment. However, there was no 
difference between these patients with regards to how helpful or interfering they 
found the DSPD unit and the treatment offered.
It appeared that the experience of being in the DSPD unit and engaging in treatment 
may have altered the participants’ motivation. Day et al (2004, p. 261) argue that 
“when resistant offenders are coerced into treatment, resistance may reduce over time 
(especially when the treatment is delivered in ways that are responsive to individual 
needs)” and the offender becomes more conducive to change. Extrinsic motivation 
can be internalised by socialisation and become intrinsic motivation, which is 
associated with greater engagement with therapy (Deci et al, 1999). Day et al (2004, 
p.263) argue: “when offenders perceive high levels of coercion into treatment, they 
are likely to see their participation as controlled by external contingencies to fulfil 
obligations, to gain parole, or to look good. As intrinsic motivation increases 
(through engagement in treatment), level of perceived coercion then decreases”. This 
may have occurred with those DSPD participants who initially opposed their referral 
to the unit.
However, for a minority of participants, this did not appear to be the case. Three of 
the five participants who opposed their referral felt that being in the DSPD unit or 
engaging in treatment would only interfere in their goal attainment. These 
participants were negative about every aspect of the unit, for example “Everything 
here is wrong for me” and “Nothing here helps. I hate this place.” Day et al (2004, 
p.265-6) suggest that “it is likely that coerced patients [or those who perceive high
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levels of coercion] would be more difficult to treat than voluntary clients (for example 
in terms of problem severity, levels of hostility, and less favourable attitudes towards 
treatment)”. Thus perhaps for the majority of the DSPD patients, level of perceived 
coercion decreases as participation in treatment increases but there is a sub-set for 
whom their perceived level of coercion means they are less likely to initially engage 
in treatment and would require intensive motivational work prior to this.
The scores of the non-treatment prisoners showed a similar profile to those of the 
DSPD sample. Compared to the treatment prisoners, they both had lower AMI 
scores, higher MMI scores and felt they were less likely to achieve their goals. This 
suggests that maladaptive motivational structures are relatively enduring and that the 
therapeutic nature of the DSPD unit has had little effect upon these, despite offering a 
wider range of specific treatment programmes than prison. It may be that DSPD 
patients are less responsive to treatment than treatment prisoners even when the 
treatment is specific to their needs, i.e. that their motivational profiles are fairly 
robust. This is congruent with Howells and Day’s (2007) claim that low readiness 
factors may be a part of the personality structure of psychopathic individuals and 
therefore more difficult to change. The findings also provide tentative support for 
research which suggests psychopathic individuals are more difficult to engage in 
treatment (Ogloff et al, 1990; Seto & Barbaree, 1999). However, this does not imply 
that treatment does not affect motivation at all, but that it may affect the motivation of 
DSPD patients less than it affects treatment prisoners.
As a group, the DSPD participants had lower AMI scores than the treatment prisoners, 
but within the DSPD sample there were differences in motivation according to 
attitudes towards treatment. Amongst the DSPD participants there was a significant 
correlation between adaptive motivation and ratings of whether the DSPD unit and 
treatment helped or interfered. It appeared that participants with adaptive motivational 
structures had more positive attitudes towards treatment, as also indicated by the 
positive correlation between the AMI and the Treatment Responsivity scale. This 
association may be due to the similarity between the scales or could indicate that 
having positive expectations and experiences of treatment may be motivating per se,
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presumably because treatment provides a method of attaining goals15. This is 
congruent with Ward et a l’s (2004) assertion that confidence in treatment is an 
important readiness factor. This is illustrated in the following quote from a participant 
with a high AMI score and a high rating for the helpfulness of treatment: “I believe 
these courses are going to work. Hopefully at the end of the courses I will be a 
different person”.
The rating of the helpfulness of the DSPD unit and treatment is similar to the 
Knowledge Factor found by McMurran et al (2007). This represented the prisoner’s 
rating of how engaging in treatment would help them to achieve their goals. 
McMurran et al found that this increased for prisoners in treatment but did not for 
those who were not. These findings, in combination with those of Day et al (2004) on 
internalising extrinsic motivation, suggests that starting a treatment programme may 
initiate and increase motivation to stay on it.
McMurran and Ward (2004) claim that “motivation is sustained when the goals are 
clear and challenging but nevertheless attainable” (id. P.306). As compared to the 
treatment prisoners, the DSPD participants felt that it was less likely that they would 
achieve their goals. Many of the goals cited by the patients could only be achieved 
once they were released and they did not know when this would be. Although lower 
scores on the likelihood scale are regarded as indicative of maladaptive motivation, 
perhaps they should be regarded as indicative of a realistic level of motivation based 
upon the restricted ability the DSPD participants had to achieve their goals. The 
DSPD sample also reported that it would take them longer to achieve their goals than 
the prisoners, which many attributed to not knowing when they would be released.
The DSPD sample felt that they had less control over achieving their goals than both 
sets of prisoners. Perhaps a distinguishing factor in how much control these two 
groups of incarcerated offenders experienced is knowledge of a release date. The 
prisoners are given an expected release date whereas the DSPD participants are not16.
15 However, a causal relationship cannot be assumed as this would require treatment and post-treatment 
measures.
16 Their release is dependent upon a reduction in risk.
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This is illustrated by the quote “it has taken away my hope because I don’t know 
when I am getting out. I’m totally powerless”.
Alternatively, it may be that both sets of offenders experience a similar loss of control 
but those with psychopathy are more affected by it. Hemphill and Hart (2002, p. 197) 
state “the grandiosity observed in psychopathic offenders is a kind of pathological 
dominance, a preoccupation with seeking and exerting status, control, and influence 
over others”. Therefore psychopathic individuals may find a lack of control 
particularly distressing (Hemphill & Hart, 2002).
The current concerns of DSPD participants
Howells and Day (2007, p.51) stated that “an important question for future research is 
whether psychopathic individuals have goals with a deviant topography (content) or 
whether it is the deviant or unskilful way in which goals are pursued that makes 
engagement in therapy so problematic”. The results of this study indicate that the 
DSPD participants’ life goals were not deviant, nor were their methods of attaining 
them. The goals of the participants were largely pro-social and were similar to the 
goals of the prison sample. Further, the DSPD participants’ goals and treatment needs 
were congruent with those proposed by Andrews and Bonta (2003) in their risk- 
needs-responsivity model and with the life enhancing goals described in the GLM 
(Ward, 2002).
Ward et al (2003) suggested that in order for an individual to accept coercion into 
treatment, they need to accept that there is a possibility they may re-offend. This 
appeared to be the case amongst the sample. Over half were concerned about their 
offending behaviour and the goal of many was to stop offending, a goal also identified 
by the prison sample. In order to reduce re-offending the participants wanted to 
address the same criminogenic needs as identified in the risk-needs-responsivity 
model: changing their attitudes, beliefs and behaviour, increasing social support and 
reducing substance abuse. The majority of participants who cited non-offending as a 
goal felt that being in the unit and engaging in treatment would help them attain it.
Some participants identified specific psychopathic symptoms which needed 
addressing through treatment. This is congruent with Andrews and Bonta’s (2003)
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claim that specific items of the PCL-R can be seen as criminogenic needs. For 
example, one participant wanted to address his lack of empathy, as shown by the 
quote: “I don’t get victim empathy ... I need to do something to get it.” The item of 
promiscuous sexual relations was mentioned by several participants, e.g. “I’d like to 
see women as women and not as sex objects”.
Most of the participants wanted to develop the abilities that would help them to stop 
offending such as changing their attitudes and behaviour, developing greater self 
understanding, increasing behavioural control and developing their coping and social 
skills. As well as being congruent to those described in the risk-needs-responsivity 
model, these skills are the same as the self regulation, problem solving and 
interpersonal communication skills described by Ward (2002) in the GLM. Ward 
proposed that these skills are necessary to cope with challenges that individuals may 
encounter in the process of goal attainment.
The skills that the participants wanted to learn were also congruent with the cognitive 
behavioural approach used within the DSPD unit, which indicates that this treatment 
was responsive to their needs. Therefore the internal responsivity factor of motivation 
and the external responsivity factor of appropriate treatment appeared complementary. 
Further, the participants’ responses were congruent with Andrews and Bonta’s (2003) 
risk principle that high intensity treatment (as offered by the DSPD unit) is needed for 
offenders that are at high risk of re-offending.
“An implication of the Good Lives Model of offender rehabilitation is that offenders 
will identify areas of need and be motivated to work on issues that are not regarded by 
the service as criminogenic” (Ward et al, 2004, p.656). This was the case, as well as 
identifying criminogenic needs; participants also identified life enhancing goals. In 
some cases, these were the same thing, as acknowledged by McMurran and Ward 
(2004, p.297) “a focus on the reduction of risk factors may interact with motivational 
variables and thereby indirectly provide offenders with more positive treatment 
goals”.
Ward (2002) proposed that there are three areas of primary goods, these relate to the 
body, the self and social life. The goals identified by the DSPD participants related to
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these areas. With regards to the primary goods of the body, such as shelter and health, 
they wanted to obtain accommodation or maintain current accommodation and were 
concerned about where and with whom they would live. They were also concerned 
about poor health. The DSPD patients rated the medical services provided as a 
particularly helpful factor of the DSPD unit, especially in comparison to prison.
The primary human goods relating to the self include autonomy and competence and 
the DSPD participants and the prison sample both identified pro-social ways in which 
to attain these. Both groups wanted to find a job and to save money. Connected to this 
was their desire to obtain qualifications and to increase knowledge and skills. The 
participants cited the training provided by the unit as helpful with this.
The primary human good of relatedness appeared especially important. Love, 
intimacy and sexual matters was the area in which most DSPD participants had 
concerns and the majority of these wanted a partner. The DSPD patients were 
particularly concerned about intimacy issues and the influence of their offending upon 
a prospective partner. For example, one participant reported wanting to “understand 
my issues with sexual behaviour”. It is likely that these issues were pertinent to the 
DSPD sample due to the high number of sexual offenders within this group, among 
which intimacy issues and deviant sexual interests are more prevalent (Marshall et al, 
2006). This highlights a distinct criminogenic need of the DSPD patients that needs 
to be addressed within treatment.
With regards to the primary good of social support, both the prison group and the 
DSPD group wanted to meet friends. The DSPD sample also wanted to be able to 
stay friends with ex-offenders because these were their only friends due to the length 
of time they had spent in institutions. An association with criminal peers contributes 
towards level of risk (Wong & Gordon, 2000) therefore it is important that the 
patients are provided an opportunity to develop friendships with non-criminal peers.
The GLM also includes family life as a primary good and a common concern amongst 
the DSPD participants was not having spoken to their families in a long time, in some 
cases this had been precipitated by their index offence. This could be a function of 
the type of crimes committed by the DSPD group; the violent and sexual nature of
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their crimes may make maintaining family relationships especially difficult. Social 
support is identified as an external factor that contributes towards rehabilitation 
(Andrews & Bonta, 2003), therefore poor family relations constitute a criminogenic 
need.
Recreational activities are another primary good identified in the GLM, and 
increasing pro-social interests may be a protective factor against re-offending. The 
DSPD participants wanted to engage in hobbies but felt that the security restrictions of 
the unit interfered with this. They also felt that their religious needs were not met by 
the service. This highlights areas in which treatment could be improved.
The DSPD patients’ goals identified in the study directly related to criminogenic 
needs that can be targeted within treatment such as intimacy issues and difficult 
family relationships. The findings also highlighted ways in which the DSPD unit met 
the needs of the patients and areas where improvements may be needed. The findings 
indicated that the DSPD patients and the prisoners want pro-social ‘primary goods’ as 
identified in the GLM. It appeared that they were willing to learn pro-social ways of 
obtaining these and felt that the DSPD treatment would help them do this.
Clinical application of the research findings
Administration of the PCI OA revealed a variety of ways in which the PCI OA can be 
applied in clinical settings both as a measure of motivation and to inform treatment. 
The PCI OA identifies patients with maladaptive motivational profiles which allows 
for motivational enhancement interventions to be offered to these patients. The PCI 
OA also identifies problematic aspects of the patients’ motivation so that these can be 
specifically addressed within treatment. By assessing patients’ expectations of 
treatment, erroneous information could be corrected and information provided on its 
utility. These practices may increase motivation to engage thus increasing the 
likelihood that treatment is effective in reducing offending behaviour.
The PCI OA could contribute to an assessment of the patients’ criminogenic needs 
and responsivity factors. By obtaining the patients’ opinion of his goals, treatment 
resistance could be reduced because the individual’s self interest is appealed to. This 
process may increase feelings of autonomy and control which themselves are aspects
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of motivation. In this way, the administration of the PCI OA is motivational in itself, 
as found by Theodosi and McMurran (1996). The information gained from the 
patient could be combined with information from clinicians to inform an overall 
assessment of needs and responsivity factors. This would enable an effective 
treatment programme to be designed in accordance with the patient’s responsivity 
factors. This is congruent with Andrews and Bonta’s (2003) RNR model and the 
methods proposed by Wong and Hare (2005) in their psychopathy treatment 
programme guidelines. The PCI OA could also be used as an audit tool to gather 
service users’ views on how well the treatment is meeting their needs.
The PCI OA clarifies the participants’ life goals and ways to achieve these. Targeting 
treatment to the individual’s goals may increase motivation to engage with and to 
complete treatment. Conducting the PCI OA prior to treatment would enable a 
personal treatment plan to be constructed. This could include goals, steps to achieve 
these, appropriate treatment programmes, impediments to engagement, ways of 
overcoming these and a timeline for goal attainment. The PCI OA could also be used 
to monitor patients’ progress within the unit by repeating the PCI OA at regular 
intervals. The researcher has been asked to provide training to the DSPD unit’s 
therapy co-ordinators in the administration of the PCI OA so that this procedure can 
be implemented.
Limitations of the research
The main limitation of the research was the small sample size. The population from 
which the sample was drawn was also small. Yet the limited sample size may have 
increased the chances of a type II error because the analyses had insufficient power to 
detect effects that may have existed. Therefore the findings of this study need to be 
treated with caution, especially the results involving small groups within the sample.
The results of this study should also be treated with caution because of the limited 
validity of the PCI OA when conducted upon the DSPD sample. The 
misadministration of the question relating to how unhappy the respondent would be if 
they were to achieve their goal was unfortunate. However, it did not affect the 
comparisons with the prison sample. It is as yet unclear whether this is a valid and 
reliable measure to use with this population and this requires further exploration.
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The different content and structure of the treatment that was offered to the DSPD 
patients and the prisoners may have affected their motivation to engage with it. 
Although this affect was not detected in this study, it was an extraneous variable that 
may show an affect on a larger sample size. Future research could control for this by 
matching the samples in terms of treatment received.
No patients were excluded from the interviews by the clinical staff; however, 54.3% 
chose not to participate. DSPD patients are by definition, difficult to engage but the 
response rate was lower than the 76% response rate obtained by the previous 
researchers. The reasons for this were unclear as most of those who refused did not 
give a reason. The relatively high refusal rate could have been due a mistrust of the 
system that incarcerated them which they may have perceived the researcher to be 
part of, or they may have felt that the interview would be intrusive.
The non-participation of these patients may have skewed the results. Patients who 
were unwilling to take part in the interview may have been unwilling to take part in 
treatment. The association between the DSPD unit interfering and maladaptive 
motivation suggests that non-participants would also have maladaptive motivational 
structures. Therefore, their absence may have artificially raised the proportion of 
DSPD patients with adaptive motivational structures. Also, non-participants may 
have had more negative views of the DSPD unit. Therefore, the frequency of patients 
who found the DSPD unit helpful may be artificially high. Further, the goals of the 
participants and non-participants may have differed.
The current findings cannot be generalised to the patients within that particular unit or 
the wider UK DSPD population due to the above factors. However, further research 
using the PCI OA is planned in another DSPD unit so generalization may be possible 
in the future.
The goals identified by the participants appeared to be pro-social; however, this may 
be attributable to the goals that were examined. The PCI OA was not designed to 
detect deviant goals or deviant ways of attaining non-deviant goals. Further, deviant 
ways in which to achieve goals were not readily available in the DSPD unit. It is 
doubtful criminal goals would have been divulged in the interview.
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Suggestions for future research
Previous research has suggested internal responsivity factors of the DSPD patients 
such as a high risk of re-offending, personality disorder diagnoses and a lack of 
remorse, may be linked to low motivation. It was not possible to examine these due 
to the small sample size; future research could do so.
Theodosi and McMurran (2006) found that the PCI OA was a motivational tool in 
itself when conducted upon a small sample of convicted sex offenders. A comparison 
of motivation to engage in therapy before and after administration of the PCI OA with 
the DSPD population would provide useful data.
The PCI OA was conducted upon offenders who were male and mostly Caucasian, the 
results may not generalise to other offender populations. It would therefore be useful 
to expand this study to include female offenders and those of different ethnic 
backgrounds (as also suggested by McMurran et al, 2008).
To further assess the reliability and validity of the PCI OA upon the DSPD population 
it needs to be conducted upon a larger sample of this population. This would also 
allow for further examination of the relationship between psychopathy and 
motivation. Another DSPD unit is currently planning to conduct this research 
(Draycott, 2008, personal communication).
Conclusion
DSPD patients were found to have less adaptive motivational structures than 
treatment prisoners. It was hypothesised that this difference was related to 
psychopathy but this was not found. This may have been an artefact of the small 
sample size or reflect an actual lack of association. The findings indicated that the 
motivational structures of the DSPD participants were similar to non-treatment 
prisoners. This may indicate that the DSPD patients’ motivation is less responsive to 
change through engagement in treatment. DSPD participants felt less control over 
goal attainment; felt this was less likely and would take longer, than prisoners. These 
factors may have attributed to the maladaptive nature of their motivation.
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However, within the DSPD sample there was variation. Those with adaptive 
motivational structures were more positive about treatment than those with 
maladaptive motivational structures. The findings suggest that starting treatment, even 
when coerced, may increase motivation to engage with it. It was postulated that 
engaging in treatment which met their needs, may have altered the motivation of 
participants who were initially opposed to admission to the unit. However, it 
appeared that there was a sub-set of DSPD patients with rigid maladaptive 
motivational structures who required intensive motivational work prior to engaging in 
offence related treatment.
The particular aspects of motivation that were poorer in the DSPD sample were 
similar to the factors that affect motivation described by Ward (2002) in the GLM.
The GLM highlights the need for goals to be achievable and the role of autonomy in 
motivation. The lower sense of control experienced by the DSPD participants may 
have particularly affected their motivation.
The DSPD patients’ goals were pro-social and were congruent with the criminogenic 
needs identified in Andrews and Bonta’s (2003) RNR model. The participants wanted 
to stop offending and identified the criminogenic needs to be addressed in order for 
them to do this. Life enhancing goals, as described Ward (2000) were also identified; 
attainment of these goals would also reduce their risk of re-offending. In this way the 
study’s findings support the application of the GLM to offender rehabilitation 
programmes and indicate that this can be conducted alongside treatment that is based 
upon the RNR model. This is congruent with the current shift towards applying 
recovery principles to offender management.
An examination of the content of the goals sought by DSPD patients compared to the 
goals identified by the prison sample revealed the specific goals of DSPD patients that 
need to be considered in treatment. Most of DSPD participants felt that the treatment 
met their needs. Therefore this research provides tentative evidence that the DSPD 
unit is developing effective treatment and is not simply a method of social control, as 
critics have suggested.
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The research aimed to produce data that could inform clinical practice and it appears 
this was achieved. The research highlighted ways in which the PCI OA assesses 
motivation, criminogenic needs, and responsivity factors. This information can be 
used to inform treatment allocation and enables treatment to be tailored towards 
individual needs, which research suggests increases its efficacy.
The study’s validity was limited, mainly due to the small sample size. However, this 
exploratory study gained insight into the life goals and motivational structures of a 
highly specific group of offenders, which had not previously been researched. The 
research produced clinical relevant information and highlighted areas that require 
further study. It is hoped that the findings of this research contribute towards the 
development of interventions to increase offenders’ motivation to engage with 
treatment. Engagement with treatment increases its efficacy and by including the 
GLM in this treatment, offenders have the opportunity to build better lives for 
themselves, and thus achieve true rehabilitation.
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Introduction
Undoubtedly, you have concerns about different areas of your 
life. You may also have in mind things that you would like to 
change in order to resolve these concerns. If these changes were 
to happen, it might make it easier for you to change your 
offending behaviour.
By ‘concerns’ we do NOT mean only problems. You might have 
concerns about unpleasant things that you want to ‘get rid of,’ 
‘prevent,’ or ‘avoid.’ Or you might have concerns about pleasant 
things that you want to ‘get,’ ‘obtain,’ or ‘accomplish.’
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Instructions, Part 1
Read through the Areas of Life listed below, and think carefully 
about each of them. Then tick the areas in which you have 
important concerns or things that you would like to change. For 
now, TICK ONLY the areas that apply.
 Home and Household Matters (Area #1)
 Employment and Finances (Area #2)
 Partner, Family, and Relatives (Area #3)
 Friends and Acquaintances (Area #4)
 Love, Intimacy, and Sexual Matters (Area #5)
 Self Changes (Area #6)
 Education and Training (Area #7)
 Health and Medical Matters (Area #8)
 Substance Use (Area #9)
 Spiritual Matters (Area #10)
 Hobbies, Pastimes, and Recreation (Area #11)
My Offending Behaviour (Area #12)
 Other Areas (not included above) (Area #13)
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Instructions, Part 2
You have been given a sheet that corresponds to each of the 
Areas of Life that you ticked. These are the Areas of Life in 
which you have important concerns about which you might like 
to do something. On the following sheets, please do three things.
First, think carefully about each Area of Life, and jot down in 
the spaces provided to the left of the Answer Sheet the important 
concerns that come to your mind.
Notice that each Area of Life has spaces for you to list up to six 
concerns. In some of these Areas of Life, you might have only 
one concern (or no concern at all). In other Areas of Life, you 
might have two, three, or more concerns. Use as many of the 
spaces as you need to describe your different concerns.
Second, in the spaces in the centre of the Answer Sheet describe 
what you would like to happen. That is, how would you like for 
things to turn out?
Third, refer to the Rating Scale Sheet. Then choose the numbers 
that best describe how you feel about each of the goals and 
concerns that you have described. Fill in these numbers at the 
boxes to the right side of the Answer Sheet.
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EXAMPLE OF A PCI OA QUALITATIVE RECORD SHEET
Area 1; HOME AND HOUSEHOLD MATTERS
Concern 1:
What I would like to have happen is:
How will being in the DSPD unit help?
How will being in the DSPD unit interfere?
How will engaging in treatment help?
How will engaging in treatment interfere?
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UNIVERSITY OF
t i  SURREY
Faculty of
Arts & Human Sciences
Psychology
AD Building
Guildford, Surrey GU2 7XH UK
Ms Kirsty Butcher MSc BSc
Trainee Clinical Psychologist
T: +44 (0)1483 300800 
F: +44 (0)1483 689553
k.h.butcher@surrey.ac.uk
13 February 2008 www.surey.ac.uk
Dear Dr ,
An exploration of the motivational structures of patients detained in a Dangerous 
with Severe Personality Disorder unit
Please find enclosed information on the research project that I will be recruiting participants 
for in February and March 2008. This research is part of my doctorate in Clinical Psychology 
and is sponsored by The University of Surrey. I am being supervised in conducting this 
research by Dr Simon Draycott, Clinical Psychologist. The Ealing & West London Mental 
Health Trust Research Ethics Committee and the West London Mental Health Research & 
Development Consortium have approved the research proposal as has the Surrey University 
School of Human Sciences Ethics Committee and the Clinical Director of the DSPD Unit.
I am writing to obtain your permission to attend a ward community meeting in order to 
introduce myself and explain my research to the patients and ward staff. Following this 
I would like to speak to the patients individually in order to explain the research in more 
detail and request their participation, they would then be given an information sheet and 
consent form, as enclosed.
I have also written to Ms , Clinical Nurse Manager, and will be contacting
her in the near future to discuss a suitable date and time to attend a ward community 
meeting. Thank you for taking the time to read this, should you have any questions or 
require any further information prior to this, please do not hesitate to contact me.
Yours sincerely,
Ms K. Butcher
&  UNIVERSITY OF
IS  SURREY
Arts & Human Sciences 
Psychology
Ms Kirsty Butcher MSc BSc
Trainee Clinical Psychologist
13th February 2008
MULTI-DISCIPLINARY TEAM INFORMATION SHEET
An exploration of the motivational structures of patients detained in a dangerous
with severe personality disorder unit
Chief Investigator: Kirsty Butcher
This study is for my thesis as part of my doctorate in Clinical Psychology and is 
sponsored by The University of Surrey. I will be supervised in conducting this 
research by Dr Simon Draycott and by my academic supervisor at Surrey University, 
Dr Fiona Warren. Below is an overview of the research in which I will be asking the 
patients in the DSPD unit to participate.
This research will examine the goals of the patients detained in the dangerous with 
severe personality disorder (DSPD) unit and how being in the DSPD unit and 
receiving psychological treatment affects motivation to achieve goals. The patient’s 
motivational structure will be measured and compared to the motivational structure of 
a sample of men in prison. The term ‘motivational structure’ refers to ways people 
think about their goals and includes such factors as importance, likelihood of 
achieving, commitment and control.
The aim of the study is to see whether patients in a DSPD unit have different 
motivational structures than prisoners and if so, in which ways these differ. The study 
will also examine if the motivational structures of DSPD patients differ according to 
their score on the Psychopathy Checklist Revised (Hare, 1991). The properties of the 
interview schedule used in this research will also be assessed.
Assessing the motivational structure of patients in a DSPD unit is important because 
the results can be used to help DSPD patients in the future. Previous research has 
found that motivation effects how successful treatment is. By identifying a person’s 
motivational structure, future treatment can be tailored to the individual so that it is 
more effective. Researching if motivation is connected with scores on the 
Psychopathy Checklist Revised will help to make treatment in the future even more 
specific.
Permission to approach the patients on the hospital ward will be obtained from the 
Ward Manager of each ward prior to approaching the patients. I will attend the ward 
community meetings to introduce myself and explain the study to the patients and 
ward staff. The nursing team will be consulted immediately prior to approaching and 
interviewing the patients to ensure that their mental state is stable and euthymic, in 
order to minimise the likelihood of any adverse effects of the interview and the level 
of risk to me.
I will approach the patients individually and see them in a private room on the ward 
where the purpose and procedure of the study will be explained. They will be given an 
information sheet and a consent form and will have the opportunity to ask any 
questions. If the patient is willing to participate, a convenient time will be arranged to 
collect their completed consent form (a copy of which will be given to the participant 
and a copy put in their medical record) and conduct the interview, this will be 1 -  2 
days after the initial meeting in order to allow time for the patient to consider taking 
part.
The patient’s participation in this study is entirely voluntary and all information 
gained will be treated in the strictest confidence, unless the participant discloses any 
information regarding: involvement in offences which have not previously been 
disclosed, information regarding breaches of hospital rules, an intention to harm 
yourself or others, or pose a threat to security. If this occurred confidentiality will be 
broken and the information will be discussed with the nursing team and the 
Responsible Medical Officer.
Patients will be interviewed by the myself in a private room within the unit. The 
interview will last approximately two to three hours and a break will be facilitated if 
required. The participants will be paid £2.40 for taking part. The participants will be 
offered the opportunity to receive feed back which from myself approximately one 
week after the interview. It is expected that approximately 26 patients will be 
interviewed over a period of 5 months.
I will need access to the participants hospital notes in order to obtain their scores on 
the Psychopathy Checklist Revised and on the Treatment Readiness and Responsivity 
Scales, and to gather the following information on factors which may affect their 
motivational structure: demographic characteristics, length of stay in the unit, length 
of stay in previous institutions, diagnosis, and previous experience of treatment. 
Consent will be obtained prior to accessing the participant’s medical records.
All information gained from the interviews be kept in a locked filing cabinet in a 
lockable office within Broadmoor Hospital and will not be taken out of the hospital 
grounds. These will be stored within Broadmoor Hospital for a minimum of 10 years 
from completion of the research and disposed of in a secure manner, in accordance 
with the London West Mental Health R&D Consortium policy 2003.
The results of the research will be written into a report which will be submitted to the 
University of Surrey, it is expected to be finished in June 2008. A summary of the 
report will be sent to the participants and a full report will be made available on the
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ward. Following this, the research will be written into an article and submitted for
publication in a peer reviewed journal.
The Surrey University School of Human Sciences Ethics Committee has approved the 
research proposal as has the local research ethical committee of West London Mental 
Health NHS Trust and senior management at the DSPD Unit. The West London 
Mental Health NHS Trust research and development procedures will be adhered to.
If require any further information, please do not hesitate to contact me on
Thank you for taking the time to read this information sheet, it is most appreciated.
Kirsty Butcher
Trainee Clinical Psychologist
/ f  UNIVERSITY OF
i  i  SURREY
Arts & Human Sciences 
Psychology
Ms Kirsty Butcher MSc BSc
Trainee Clinical Psychologist
13* February 2008
PARTICIPANT INFORMATION SHEET
An exploration of the motivational structures of patients detained in a 
Dangerous and Severe Personality Disorder unit
Chief Investigator: Kirsty Butcher
You are being invited to take part in a research study. Before you decide to 
participate, it is important for you to understand why the research is being done and 
what it will involve. Please take your time to read the following information 
carefully, and discuss it with others if you wish. Should you wish to discuss it with 
the Independent Advocacy Service, their internal number is: 4598. Please ask if there 
is anything that is not clear or if you would like more information. This information 
sheet is yours to keep. You will also be asked to sign a consent form before you take 
part in this study, a copy of which is yours to keep. Take your time to decide whether 
or not you wish to take part. Thank you for reading this.
What is the purpose of the study?
This study is part of my doctorate in Clinical Psychology and is sponsored by The 
University of Surrey. This research will examine the goals of patients detained in the 
dangerous and severe personality disorder (DSPD) unit and how being in the DSPD 
unit and receiving psychological treatment affects motivation to achieve goals. Your 
goals for the future and how these are going to be achieved will be measured and 
compared to the goals of a sample of men in prison.
The aim of the study is to see whether you and other patients in the DSPD unit have 
different goals and plans from prisoners and if so, how these differ. The study will 
also examine if your goals and plans differ according to your score on the 
Psychopathy Checklist Revised (which formed part of your admission assessment).
What will happen to me if I take part?
If you take part in this study, you will be interviewed by me in a private room within 
the unit. You will be asked questions about your concerns and goals and asked to rate 
these according to different factors, e.g. importance. The interview will last about 2 
to 3 hours and you can have a break if you would like. You will be paid £2.40 when 
you complete the interview, this money will be transferred into your hospital account.
Once all the data has been collected (in April 2008), you will be offered the 
opportunity to get feed back about your motivation and goals based upon the 
information given in the interview. This will be given by me in a private room within 
the unit.
Permission to approach the patients on the hospital ward will be obtained from the 
Ward Manager of each ward prior to approaching the patients. I will attend the ward 
community meetings to introduce myself and explain the study to the patients and 
ward staff. The nursing team will be consulted immediately prior to approaching and 
interviewing the patients to ensure that their mental state is stable and euthymic, in 
order to minimise the likelihood of any adverse effects of the interview and the level 
of risk to me.
I will approach the patients individually and see them in a private room on the ward 
where the purpose and procedure of the study will be explained. They will be given an 
information sheet and a consent form and will have the opportunity to ask any 
questions. If the patient is willing to participate, a convenient time will be arranged to 
collect their completed consent form (a copy of which will be given to the participant 
and a copy put in their medical record) and conduct the interview, this will be 1 -  2 
days after the initial meeting in order to allow time for the patient to consider taking 
part.
The patient’s participation in this study is entirely voluntary and all information 
gained will be treated in the strictest confidence, unless the participant discloses any 
information regarding: involvement in offences which have not previously been 
disclosed, information regarding breaches of hospital rules, an intention to harm 
yourself or others, or pose a threat to security. If this occurred confidentiality will be 
broken and the information will be discussed with the nursing team and the 
Responsible Medical Officer.
Patients will be interviewed by the myself in a private room within the unit. The 
interview will last approximately two to three hours and a break will be facilitated if 
required. The participants will be paid £2.40 for taking part. The participants will be 
offered the opportunity to receive feed back which from myself approximately one 
week after the interview. It is expected that approximately 26 patients will be 
interviewed over a period of 5 months.
I will need access to the participants hospital notes in order to obtain their scores on 
the Psychopathy Checklist Revised and on the Treatment Readiness and Responsivity 
Scales, and to gather the following information on factors which may affect their 
motivational structure: demographic characteristics, length of stay in the unit, length 
of stay in previous institutions, diagnosis, and previous experience of treatment. 
Consent will be obtained prior to accessing the participant’s medical records.
All information gained from the interviews be kept in a locked filing cabinet in a 
lockable office within Broadmoor Hospital and will not be taken out of the hospital 
grounds. These will be stored within Broadmoor Hospital for a minimum of 10 years 
from completion of the research and disposed of in a secure manner, in accordance 
with the London West Mental Health R&D Consortium policy 2003.
The results of the research will be written into a report which will be submitted to the 
University of Surrey, it is expected to be finished in June 2008. A summary of the 
report will be sent to the participants and a full report will be made available on the
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ward. Following this, the research will be written into an article and submitted for
publication in a peer reviewed journal.
The Surrey University School of Human Sciences Ethics Committee has approved the 
research proposal as has the local research ethical committee of West London Mental 
Health NHS Trust and senior management at the DSPD Unit. The West London 
Mental Health NHS Trust research and development procedures will be adhered to.
If require any further information, please do not hesitate to contact me on
Thank you for taking the time to read this information sheet, it is most appreciated.
Kirsty Butcher
Trainee Clinical Psychologist
UNIVERSITY OF
SURREY
Faculty of
Arts & Human Sciences 
Psychology
Ms Kirsty Butcher MSc BSc
Trainee Clinical Psychologist
Participant identification number..........................................................................
PARTICIPANT CONSENT FORM
An exploration of the motivational structures of patients detained in a Dangerous with
Severe Personality Disorder unit
Chief Investigator: Kirsty Butcher
Please initial box
I confirm that I have understood the information sheet dated 10th February 2008 for the above 
study as explained to me by the researcher.
I understand that part of the interview will be audio taped using a Dictaphone and I consent to 
this.
I understand that strict confidentiality will be maintained.
□
I confirm that I have had the opportunity to ask questions and that I have received satisfactory [ 1
answers to all my questions.
I understand that my participation is entirely voluntary and that I can withdraw from the study 
at any time and do not have to explain my reasons for doing so, and that my medical care or 
legal rights will not be affected.
□
I understand that a member of the DSPD clinical team will give the researcher some I 1
information from my medical notes (related to the research) and I consent to this.----------------- '---
□ 
□
I agree to take part in the above study. I understand that the data I provide may be used for I I 
analysis and publication, and give my consent that this might occur.
Name of participant Date Signature
Researcher Date
1 for participant, 1 for researcher, 1 to be filed in the hospital notes.
Signature
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QUALITATIVE DATA CODING MANUAL
AREA 1: HOME AND HOUSEHOLD MATTERS 
9 (56.25% of the sample) people had concerns in this area.
Concerns
Theme N %*
Finding accommodation 4 44.4
3 .1 haven’t got my own home or room at a hostel yet.
4. Having somewhere to live once get out.
7. Have no house.
14. Concerned about accommodation when leave the unit.
Finding an area to live in (due to being a known offender) 3 33.3
11. Where I’m going to live once I’m released
1. Being on the sex offenders register affects where I live, everyone knows me. I don’t know
where to go but would like to go back to ....
6. Unable to be left alone by public and the police upon release
People co-habit with 1 11.1
10. The only place I could live is with my parents and if something happened to them I would
have to reconsider my housing options.
Existing accommodation 1 11.1
16. Worried about wife keeping the same house and its general upkeep
Goals
Theme N %
To live in a new area 2 22.2
11. New area, new district, new start.
6. To live in a different area.
To live in area that he used to 1 11.1
1. Would like to go back to ... and live near my parents.
To be left alone 1 11.1
6. To be left alone by everyone including police.
To get somewhere to live 4 44.4
3. For funding to be agreed for a room at a hostel.
4. To get my own place.
7. Somewhere nice to live in.
14. Get a nice 1 bedroom flat.
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How does being in the DSPD unit help?
Theme________________________________________________________________ N %
Will organise accommodation 3 33.3
14. Because they can sort it out for me. Have more chance of getting something decent.
3. Because it might not work out so they have to sort it out for me. They would find something 
for me.
4. They will sort out my accommodation.
Will reduce chances of re-offending 2 22.2
I. Being here will hopefully challenge some to the thoughts that I’ve got. Will prevent me being 
an offender again. Sometimes the way I see the world isn’t always the right way and being here 
and picking up the skills which I need to be able to go out and go back to .... is important.
I I . 1 won’t accept release until I feel that I’m ready to be released, that I’m not going to commit 
another offence.
How does being in the DSPD unit interfere?
Theme N %
Controls where individual will live
6. Makes things worse because it’s more control on their part.
1 11.1
Stigma
3. Because it comes with a reputation.
1 11.1
Custodial nature of the DSPD unit
7. It stops me from doing that [having somewhere nice to live].
1 11.1
How does engaging in treatment help?
Theme N %
Reduces the chance of re-offending 2 22.2
11.Helps me figure out what my offending cycles are, why I offend, my motives, my reasons, 
everything, because I need to know to stop myself from re-offending. If I don’t know then the 
likelihood is I will re-offend.
I. Being here hopefully will give me what I need to be able to put the bit that wants to go off 
and offend.... To pull me back from that edge. [Engaging in treatment] will for sure, help me 
out, there are skills that I have absolutely no idea about. Honestly. I don’t get victim empathy; I 
need to do something to get it.
Prepares for life in the community 2 22.2
3 .1 wouldn’t be in the position I’m in, ready to move on, without have gone through it, we 
wouldn’t even be discussing this situation.
II. There’s no-where in the prison environment where the therapy is designed specifically to 
deal with all the problems that occur in life. This is the only chance I have.
A necessary step to get out 2 22.2
14. If you go through the treatment you’re doing what they want you to do so you have more 
chance of them getting me something decent.
4. Have to go through the treatment in order to be let out._________________________________
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How does engaging in treatment interfere?
Theme__________________________________________________________ _____ N %
Treatment may hinder progress 1 11.1
6. May make me worse.
Information may be used against them 2 22.2
6. Feel their attack on me is personal and they’re feeding the information on me to the police 
and outside forces so wherever I go I will get the same treatment.
7. They use everything you do and say in therapy against you and I’m not going to give them 
the ammunition to do that.
* of the amount of people that had concerns in this life area
AREA 2: EMPLOYMENT AND FINANCES 
11 (68.75% of the sample) people had concerns in this area.
Concerns
Theme N %*
Being able to get a job 10 90.9
1. What to do as a job when I get out.
2. That I won’t be able to get a job.
3. Being able to get a job, I’m not that employable, haven’t got a work history.
4. Getting a job when I get out so don’t have to do crime to get money.
5 .1 find it difficult to stay in one job.
7. Being unable to get a job upon release
14. Not being able to get a job when leave the unit.
11. Not many places want to employ someone with my criminal record, job and money will be 
a problem.
13. Difficulty getting a job because of criminal and past work history
15. Not being able to get a job because of criminal record.
Money 1 9.1
3. Having enough money to support myself._____________________________________ ______
Goals
Theme N %
To get a job 5 45.5
3. Fall into a job straight away.
4. To get a job.
14. To get a decent job.
15. Need a chance to get a job.
2. I’d like to get a fulfilling job.
To get a specific job 4 36.5
1. Get into electronics or IT, maybe be self-employed.
7. To become self employed working with computers.
11. Employed as a chef in any military establishment.
13. Like to start up my business.
To stay in a job 1 9.1
5. To settle in one stable job.
To have enough money 1 10
3. To have enough money to support myself.
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How does being in the DSPD unit help?
Theme N %
Provides training 4 36.6
1. Providing me with training. I’m down for the radio workshop here plus will have time on my
hands to do courses.
15. Doing an agricultural course here will help.
4. Help me get skills.
2. Do lots of problem solving work.
Provides work experience 2 18.2
5 .1 am working in the garden and as a ward cleaner and have stayed in these for a long time.
13.1 do a lot of work areas, working in carpenters -  so it’s another avenue of work to go down.
Helps increase social skills 1 9.1
3. Being in a job is not just about the job, its about the interaction with other people and how
you are with other people and you are not going to last very long in the job if you are not ok
socialising and mixing with other people. So, that’s what this has all been about in a sense, its
definitely going to help with that.
Changes attitude to work 1 9.1
15. It will make me realise I’ve got to be serious to get a job and do these things. |
How does being in the DSPD unit interfere?
Theme N %
Reduces hope 1 9.1
7. It has taken away my hope because I don’t know when I’m getting out. I’m totally
powerless.
Stigma 1 9.1
13. Unsure about how honest I would have to be -  to say that I’ve been in Broadmoor.
Depends on the avenue I took.
Custodial nature of the DSPD unit 4 36.5
3. Because I am here can’t go out to get one.
11. Being here. More time inside.
15. Because I’m locked up.
3. Have had little option to make money whilst I am here.
Reduced employability 1 9.1
7. It has reduced my employability, sociability and prospects.
How does engaging in treatment help?
Theme N %
Teaches coping and social skills 5 45.5
4. Help me to learn new skills.
5. Helped me to get the resources to move forward. Continue to do therapy, just learning from
things.
13. Therapy helps with me with coping skills and helping me to think of different avenues I
could go down.
14. Hoping to do more anger management and be more civil.
2. Helps with problem solving and social skills
Encourages a stable mental state 1 9.1
3. First of all there’s got to be stability. Before you can be in a position to get other things right,
so it’s helped me to be stable, to make the best use of the options you have. Stable means
keeping yourself maintained at the level that you’ve reached, not lapsing or relapsing.
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How does engaging in treatment interfere?
Theme________________________________________________________________ N %
It is time consuming I 9.1
I. Might do if have homework
Treatment hinders progress 1 9.1
7 .1 have no confidence in the therapy they provide here, it would undermine what I would want 
to do. Focuses only on the bad areas of life, it is not holistic.
Engagement in treatment delays release 1 9.1
II. Due to the time that I am here. But I know that I have to sort myself out before that. I don’t
feel safe in myself being released at this point, because I don’t trust myself._________________
* of the amount of people that had concerns in this life area
AREA 3: PARTNER, FAMILY AND RELATIVES 
5 (31.25% of the sample) people had concerns in this area.
Concerns
Theme N %
Difficult relationship with family 4 80
1. Difficulties in relationship with brother.
6. Haven’t spoken to my family in years
13. Difficult relationship with Father.
14. My family (apart from my mother) do not talk to me since my index offence.
Limited contact with family 1 20
7. Limited contact with family.
Foresee difficulties in family relationships in the future 1 20
1. That I won’t be able to build a relationship with sister’s children (when she has these) due to
being on the sex offenders register.
Goals
Theme N %
Rebuild family relationships 4 80
1. Resolve the difficulties in this relationship.
1. To build a relationship with my sister’s future family.
6. Like to have a family orientated life style again. Rekindle family relationships.
14. To go back to as it was, to not be judged by them. To put the past behind us.
More contact with family 1 20
7. More contact with family and more social visits.
No contact with family member 1 20
13. Keep him at arm’s length. Would like him put of the way. To not be part of my life, has 
been a bad influence on my life.
How does being in the DSPD unit help*
Theme________________________________________________________________ N %
Develop an understanding of family life 1 20
1. Part of the courses I am doing will help to develop an understanding of what family life is all 
about.
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How does being in the DSPD unit interfere?
Theme________________________________________________________________ N %
Restricted access to family 3 60
7. Restricts access to my family.
14. Restricted access to my family, have restricted phone calls and they are watched/listened to 
by staff.
13. Because I am stuck in a high secure hospital so I can’t be as close as I’d like to be.
Lack of concern for family’s feelings 2 40
6. Because they’ve written not very nice things about my family. Insulted my family in reports.
7. Doctors have no sympathy or empathy for this situation or how my family may be feeling. 
Removes focus from family issues 1 20
1. My focus would be on my offending behaviour and dealing with these issues. The focus is 
taken off this topic.
Disappointed with staff 1 20
14. False promises by the staff. Social worker promised me that she would contact my mother 
and give her a present but this has not yet been done.
How does engaging in treatment help?
Theme_________________________________________________________________ N %
Relates childhood experiences to current difficulties 1 20
13. They go through a lot of childhood things you can remember and how they relate to
behaviours now. I used to ruminate a lot and get depressed but now I look forward to the
challenges sometimes, things to get over rather than ruminate upon.
Helps to resolve family difficulties 1 20
14. Helps me to forgive and forget. Helps me to make initial contact and get over my 
embarrassment about this -  gives me the courage to contact them._________________________
How does engaging in treatment interfere?________________________________________
Theme N %
Delays release 1 20
7. Because it would mean I  would be stuck here for longer. It would not get me out quickly.
* of the amount of people that had concerns in this life area
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AREA 4: FRIENDS AND ACQUAINTANCES
8 (50% of the sample) people had concerns in this area.
Concerns
Theme N %
Lack of friends
2 .1 have no friends (only acquaintances in here).
14.1 don’t have any friends.
2 25
Restrictions upon friendships with ex-offenders
6. I’m not allowed to make or have friends or stay in contact with old friends.
2 25
10. My partner is an ex-prisoner and some of my friends are those that I met in 
be a problem for the authorities.
prison, this may
Impact of offending upon friends
1. Impact upon relationship with friends of offending behaviour.
2. Concerned that my past will affect people wanting to get to know me.
2 25
Choice of friends
4. Choosing criminals and drug users as friends.
1 12.5
Difficulty making friends
5 .1 find it difficult to trust people.
11. Building and maintaining relationships is a problem.
2 25
Goals
Theme N %
To make friends 4 50
11. A decent size circle of friends.
14. To have people that I can rely on.
2 .1 would like to be in a position where I can meet people and then make friends. 
1. To re-establish good links with community and friends.
To be able to make friends 1 12.5
5. To start trusting people.
To be able to remain friends with ex-offenders 2 25
6. To be able to make friends without interference from police and probation officers.
10. To be able to live with my partner when I get out. Remain friends with people I met in 
prison.
To have non-criminal friends 1 12.5
4. To have friends that aren’t involved in crime or taking drugs.__________________________
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How does being in the PSPD unit help?
Theme N %
Being treated like an individual 2 25
2. There is an understanding for the person. Being around staff that treat you as a person and 
can have a good conversation
5. They tell me here to take people as individuals, not everyone as the same.________________
Teaches inter-personal skills 1 12.5
11. Part of the programme is social skills training so just learning how to interact in normal 
situations, that’s going to be huge for me because I don’t really know how to interact properly 
with a lot of people because most of my interactions I have had throughout my life have been 
with criminals, completely different set of interactions, completely different way of life really 
Opportunity for friends to alter their perceptions 1 12.5
10. There is an opportunity for my friends to visit and staff here can chat to them and there’s a 
possibility they can allay their fears.___________________________  __________
How does being in the DSPD unit interfere?
Theme N %
Stigma 2 25
11. The stigma that goes with being a  patient.
4. Can’t tell my friends that I am here due to the stigma, so it interferes with being able to keep
in contact with friends.________________________ _____________________________________
Restrictions 3 37.5
11. The restrictions here.
2. Actually being here is restricting me meeting different people
1. They actively try and discourage friendships._________________________________________
Difficult to maintain friendships 1 12.5
14.1 can’t make friends here, same as in the prison system. People go off to different places, 
they get released and moved on and that’s the last you see of them. Difficult to maintain
friendships here.___________________________________________________________________
Restricts normal interaction 1 12.5
2. Constantly being watched and what you say can get misconstrued and deemed inappropriate. 
This can make natural conversation difficult, stinted. Have different types of interaction here. 
Don’t wish to be friends with other patients 1 12.5
6. There isn’t anyone in general that I want to be friends with in here.______________
How does engaging in treatment help?
Theme N %
Teaches social skills 2 25
2. It’s not just the therapy it’s the interactions with staff and patients. You get to learn the
subtleties of social skills. Learn not only about myself but also about others. Helps build
relationships.
11. Its helping me learn the social skills that I need.
Will show clinicians the importance of these friendships 1 12.5
10. It will enable them to see how important it is to me and they will be able to examine how
strong these relationships are.
Develop trust in others 1 12.5
14. Help me to put more trust in people.
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How does engaging in treatment interfere?
Theme N %
Removes focus from friends 1 12.5
1. If they choose to say focus on treatment rather than pen pals or friendships.
May hinder progress 2 25
6. Make me hate who I was and what I’ve done even more and I always assume others will hate 
me for the same reasons.
10. The more therapy that comes out, the more concerns there may be. It is a double edged 
sword. May be able to sort out these concerns but it may bring up more concerns.____________
Concerns about confidentiality 1 12.5
14. You don’t know whether people in [treatment] groups would then whisper behind my back.
* of the amount of people that had concerns in this life area
AREA 5: LOVE, INTIMACY AND SEXUAL MATTERS 
12 (75% of the sample) people had concerns in this area.
Concerns
Theme N %
Wanting a partner
1. Having a partner.
2. The need to have a relationship with a significant other. 
4. Finding someone to settle down with, a partner.
6. Can’t have a relationship due to being in DSPD unit
7. Would like a partner
8. Not getting any love, not being in a relationship 
15. Want a partner
7 58.3
Ex partner issues
1. Still have loving feelings for my ex-girlfriend.
1 8.3
Intimacy issues
I. Getting the right level of intimacy
II. Worried won’t be able to have an intimate relationship. 
13. Difficulty in forming a trustful intimate relationship.
16. Issues with my intimacy.
4 33.3
Stability of relationships
5. Have never had a stable relationship
1 8.3
Influence of offending
14. The influence of index offence upon getting a relationship 
16. Issues with my sexual behaviour.
3 25
11. It’s going to be difficult to find someone who is going to like the person that I am but could 
also accept the person that I was.
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Goals
Theme N %
Wanting a partner 8 66.6
1. Would like a partner.
2. To have an intimate relationship with a significant other.
4. To find a partner.
6. To have a relationship.
7. To have female friends.
8. To have a loving relationship.
14. To have a relationship.
15. To have a partner
Ex partner 1 8.3
1. To process and get over the feelings for ex-girlfriend.
Intimacy issues 4 33.3
1. Achieve the right level of intimacy.
11. To have an intimate loving relationship.
13. To get my life and myself sorted before being able to commit and then have an intimate
relationship. To be in a position to have an intimate trusting relationship without drug use and
criminality.
16. To understand my issues with intimacy.
Wanting relationship stability 1 8.3
5. To stay in the relationship I have, for this to be stable.
Understand sexual offending 1 8.3
16. To understand my issues with sexual behaviour.
How does being in the DSPD unit help?
Teaches coping skills 2 16.6
I. These people know what they are talking about and I have to accept that I don’t have these 
skills.... For dealing with emotions, discussing it and working it through.
II. I’ve never been good with my emotions and expressing them. So learning how to express 
my emotions and letting people know how I feel without flying off the handle, that’s one of my 
big problems.____________________________________________________________________
Teaches inter-personal skills I 8.3
8. Might help me to be able to deal with others around me.
Manages offending behaviour 1 8.3
16. By helping me to manage my behaviour and keep me away from triggers, e.g. alcohol
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How does being in the DSPD unit interfere?
Theme N %
Restricts access to potential partners 5 41.6
1. Doesn’t help because interferes with me meeting anyone.
2. Stops me from meeting women.
6. There’s no women in here.
7. Don’t have access to women.
4. Stops you contacting people. Like when I had a girlfriend when in prison she used to visit
me a lot but since I’ve been here, she hasn’t. It interferes a lot.
Stigma 2 16.6
7. Would have to explain to them what I’m in for and what it’s all about.
15. If someone found out I’d been here it would interfere. This is a separate unit than
Broadmoor, deal with matters of a different class, less stigmatising.
Supervision on discharge 1 8.3
7. Would be watched closely when I get out.
How does engaging in treatment help?
Theme N %
Teaches coping and social skills 3 25
11. Learning different coping strategies and how to deal with what’s going on, anything that 
goes with being able to cope with the normal stresses and strains of life and in a relationship. 
They’re things that I have not been able to do before and they are things that I can only help by 
being here.
15. Social skills, learning to deal with emotions and frustrations. If I got a partner who is in a 
certain state of mind, get arguments, [being here would help me to] understand myself and to 
think before I react.
16. Enable me to talk about the issues. Help me learn ways to manage my behaviour_________
Teaches relationship skills 2 16.6
5. In some of them, show you how you can be with a partner and how you can stay stable in a 
relationship. Learning how to be able to love and that women are not just for sex.
15. Consider partner’s feelings instead of being self centred.______________________________
Promotes personal understanding 1 8.3
13. Made me have a better understanding of myself, what I want and what I need rather than
other people, to make a success of the things I want._____________________________________
Addresses offending thoughts and behaviour 2 16.6
8. Helps me to look at things and what the things I thought about was wrong or right.
14. By addressing my offences.______________________________________________________
How does engaging in treatment interfere?________________________________________
Theme N %
Interferes with having a relationship 1 8.3
I. An emotionally involved or charged relationship could take my focus away from therapy and
they don’t want that so therapy is stopping me from having a relationship._____________
Therapy raises difficult issues 1 8.3
II. I’m learning a lot more about myself and some of it scares me. So I may not even go for a 
relationship at all because some of the stuff that I’m dealing with here I’ve done for 20 years so
do I really want to share that with what would then be a relative stranger?__________________
Therapy raises issues that may be detrimental to the patient’s future 1 8.3
7. Use it against me._______________________________________________________________
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AREA 6: SELF CHANGES
8 (50% of the sample) people had concerns in this area.
Concerns
Theme N 
Wanting to change attitudes and behaviour 4
1. Need to change my attitude towards women.
5. Changing my past behaviour -  used to not listen and do what I want
14. Would like to change my attitudes, beliefs, and amount of control I feel I have to have 
people.
15. My behaviour, aggression, anger, swearing.
%
50
over
Won’t be able to change
I. That I won’t be able to change, or 4 get it’, understand it.
II. Not being able to change some things about myself.
2 25
Impact of changes on life and self
2. That I’m going to be able to keep being the person I am. 
16. The impact of my self changes upon my life.
2 25
Wanting to change entire life
6. Like to change my entire life.
1 12.5
Goals
Theme N % 
To change attitudes, beliefs and behaviour 5 62.5
1. I’d like to see women as women and not as sex objects. To be able to understand and 
internalise the topics covered in treatment to be able to change.
5. Would like to be more flexible and understanding and less selfish.
14. To have different attitudes and beliefs. To not need to have all the control in relationships.
15. To change, to not be so aggressive.
16. become a better person.
Self understanding
11. To know and understand as much about myself as I can.
1 12.5
Lead a better life
2. To have the strength to live a fulfilling life instead of just existing. 
16. To be content with my life 
6. To live a normal life.
3 37.5
How does being in the DSPD unit help?
Theme
Provides support and listening ear
2. People listen to me in here.
16. It provides a support system from patients and staff.
N
2
%
25
Models pro-social behaviour 1 12.5
1. There’s no way I can have a relationship with any of the TA’s. That encourages me to start 
behaving normally, maybe being in here will help me to make friends with women.
Promotes personal understanding 1 12.5
11. It has given me the forum to explore who I am, why I do things, how I justify what I do and 
what’s shaped my attitudes and my beliefs in life, which I need to know, I need to find out why
How does being in the DSPD unit interfere?
Theme N %
DSPD unit is detrimental 2 25
6. Stops me living a normal life. Worse than prison.
15. Doesn’t help when you feel depressed. Locked up and antagonised by everything around 
you. It’s like living in a block of flats with drunks etc, lot of people here have problems and 
their negativity pulls me down with them.
How does engaging in treatment help?
Theme N %
Promotes personal understanding 4 50
5. Help me understand life more.
11.1 need to find out who I am before I even contemplate getting a circle of friends, a 
relationship, everything. This really is my last chance to sort myself out.
16. Delve into my past and dig out things that have made me the way I am.
1. think about myself_____________________________________________________________
Addresses issues 2 25
2. Makes me address issues, makes me realise that not everyone sees me in the same way.
16. Show me where my triggers are_________________________________________________
Helps self change 3 37.5
5. They have experience of how to work with people e.g. relationships and self changes.
14.1 believe these courses are going to work. Hopefully at the end of the courses I will be a 
different person.
15. Therapy and counselling will help me change over a period of time. Reflecting a lot. Helps 
me to progress to another clinic.
How does engaging in treatment interfere?
Theme
Increase awareness of negativity
5. Makes me more aware of negative thinking.
N
1
%
12.5
Treatment hinders progress
6. makes me worse
1 12.5
* of the amount of people that had concerns in this life area
AREA 7: EDUCATION AND TRAINING 
6 (37.5% of the sample) people had concerns in this area.
Concerns
Theme
Lack of education
14. Lack of education
15. To have more education.
N
2
%
33.3
Obtain qualification to get a job
4. Getting an education and learning a skill so that I can get a job when I get out. 
11.1 need to get more qualifications to make myself more employable.
2 33.3
Increase knowledge and skills
1. To increase my ability to speak French and Spanish and to increase my IT skills. 
5. To be able to read and write in English.
2 33.3
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Goals
Theme N %
Obtain skills and qualifications 4 66.6
4. To learn a skill.
11. To get more qualifications.
14. Would like to do complete training course.
15. To have more education.
Increase knowledge and skills 2 33.3
1. I’d like to get Level 3 Open University in Spanish and French. To do an Open College
network course in IT
5. Would like to learn to read and write in English.
How does being in the DSPD unit help?
Theme N %
Educational courses and resources 4 66.6
1. Have resources and a TV and video in my room.
4. Because it provides me with training
11.1 wouldn’t be able to do the courses that I’m looking at without this place because of the
monetary side of it. Being here I get extra funding to take on extra courses. If I was in the nick
or outside I wouldn’t get any funding.
15. Can do courses here. Can get references and certificates.
Increases motivation 1 16.6
14. I’m hoping they are going to give me the enthusiasm to do it. Increase my motivation.
Environment conducive to learning 1 16.6
1. Quite a relaxing environment to live in, plenty of time here to study,
How does being in the DSPD unit interfere?
Theme N %
Paucity of education 1 16.6
5. Not enough education here, only once a week.
Restricted access to community education 1 16.6
15. Restricts access to college.
How does engaging in treatment help?
Theme N %
Increases motivation and commitment 2 33.3
11.1 have become much more committed to finishing something.
14. All down to a change of attitude and motivation, stress levels, course etc.
How does engaging in treatment interfere?
Theme N %
Takes up time 2 33.3
5. Because I don’t have enough time to do education.
11. It has not so far but may do in the future, work load or whatever.
* of the amount of people that had concerns in this life area
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AREA 8: HEALTH AND MEDICAL MATTERS
6 (37.5% of the sample) people had concerns in this area.
Concerns
Theme ' N %
Poor health 5 83.3
6. Worsening health since being in DSPD unit
7. Poor health.
10. Impact of 19 years in prison may lead to poor health and a short amount of life when leave
incarceration.
14. Worried about health deteriorating in old age
16. About ill health
Specific physical ailment 1 16.6
11.1 am asthmatic and have problems with my knees, lots of different physical problems.
Goals
Theme N %
Be healthy 6 100
6. To have health balance itself out.
7. To stay healthy.
10. To be healthy and have a good amount of time left outside.
11. Knees to hold out.
14. Stay healthy
16. To keep fit and healthy.
How does being in the DSPD unit help?___________________________________________
Theme N %
Quality of health care 3 50
7. This place has been good to me on this. I came here is a very bad state. Examinations were
done and they’ve treated m y  and reduced my blood pressure.
10. The quality of health care is better than in prison. It is a hospital, there are more Doctors. 
They seem really keen to help here.
11.1 was in prison for a few years and not one thing was done to help with my .... I came here 
and within 6 months I was doing physio and 4 months after that, I was seeing a ... specialist, 7 
months ago I had my .... operated on. Much better health care. Massively helpful.__________
Healthy food
16. Food is healthy.
14. The food control is better
2 33.3
Facilities 2 33.3
16. Get to go to the gym and facilities. 
10. Better facilities, work outside
Less threatening environment 2 33.3
14. and the people here -  less pressure to be fit and therefore feel less threatened so can use the
gym more (less machismo than in prison). 
10. More healthy environment [than prison].
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How does being in the DSPD unit interfere?
Theme
Upsets the patient
6. The more they upset me, the more my health will deteriorate.
N
1
%
16.6
Lack of outside activity
7. Not enough outside activity -  would like to get outside more, to jog.
1 16.6
How does engaging in treatment help?
Theme
Mental health associated with physical health
10. It is more driven to maintaining physical health as well as mental health. 
16. If you are clearing your heard our you feel better within yourself.
N
2
%
33.3
How does engaging in treatment interfere?
Theme
May upset the patient
6. They would be pushing the wrong buttons.
N
1
%
16.6
Takes up time 1
7. Would undermine it as would rather be doing other things than sitting around in groups 
pontificating about a load of rubbish.
16.6
* of the amount of people that had concerns in this life area
AREA 9: SUBSTANCE ABUSE 
2 (12.5% of the sample) people had concerns in this area.
Concerns
Theme
Returning to substance abuse
4. That I might go back to drugs when I get out.
11.1 am an alcoholic. Concerned of getting out and drinking again.
N
2
%
100
Goals
Theme N %
To abstain from substance use 1 50
11. To not drink at all.
To use substances in moderation 1 50
4. To be able to take drugs in moderation (and only cannabis) -  non-problematic drug use
How does being in the DSPD unit help?
Theme N %
How does being in the DSPD unit interfere?
Theme N %
Treatment not tailored towards substance abuse 1 50
11. Doesn’t help at all. None of the stuff here is geared to helping an alcoholic. It’s something
I have to do in the community.
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How does engaging in treatment help?
Theme N %
How does engaging in treatment interfere?
Theme
* of the amount of people that had concerns in this life area
AREA 10: SPIRITUAL MATTERS 
3 (18.75% of the sample) people had concerns in this area.
Concerns
N %
Theme N %
Religious needs not met 2 66.6
7. Religious needs are not met.
9. My religious needs not met.
Lack of contact with religious leader 1 33.3
5. Not enough contact with Imam
Goals
Theme N %
Contact with members of their faith 2 66.6
5. would like to have more regular contact with the Imam
7. Would like to go to the synagogue and religious activities with other Jewish men.__________
Time to practice religion 1 33.3
9. To be able to practise Buddhism in a less disrupted manner. Set times for meditation periods.
How does being in the DSPD unit help?
Theme
How does being in the DSPD unit interfere?
N %
Theme N %
Lack of contact with religious leader
5. They won’t fund the Imam to come more than once a week. 
9. Buddhist Minster only visits once every 6/7 weeks.
2 66.6
Environmental and routine issues 1 33.3
9. Restrictions and security aren’t conducive to practice, e.g. ability to go to a quiet area. Can’t 
bum joss sticks for meditation.
Lack of privacy -  is an open ward so constantly get disturbed.
As a Buddhist it is essential to have routine and here everything is quite disjointed.
How does engaging in treatment help?
Theme N %
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How does engaging in treatment interfere?
Theme N %
Against religious beliefs
7. Anti my religious beliefs -  as it is in the Jewish religion that every year start afresh and here I
have to dwell on the past. In Judaism only have to confess to self and God._________________
Lack of routine
9. Because it causes disjointedness throughout the day -  changes in regimes, e.g. groups.______
* of the amount of people that had concerns in this life area
AREA 11: HOBBIES, PASTIMES AND RECREATION 
5 (31.25% of the sample) people had concerns in this area.
Concerns
Theme N %
Unable to engage in hobbies because of offence 2 40
I. Being on the sex offender register has an impact on where I live, work, travel and upon my 
hobbies.
II. Not being able to take part in sports.. In some areas I can’t because of my offences.______
Unable to engage in hobbies because of restrictions of the Unit 3 60
7. Difficult to do hobbies here
9. Not permitted to do art here.
14. They won’t let me do my hobbies due to security restrictions_______________________
Goals
Theme N %
To be able to engage with hobbies 3 60
7. To be able to engage in hobbies and interests.
9. To have access to materials and environment so that I can engage more with art.
14. To be able to do my hobbies.___________________________________________________
To engage in alternative hobbies 1 20
I. To develop a lifestyle and hobbies that is meaningful but allows expression of sensation-
seeking tendencies without offending against others.____________________________________
To work in area of interest 1 20
II. To be a part time football coach.__________________________________________________
How does being in the DSPD unit help?
Theme N %
Helps the patient to change 1 20
I. They might have courses that show you to develop certain parts of your character._________
Provides an opportunity for the patient to show has changed 1 20
II. I’m showing that I can change and that I’m not this massive risk that everyone outside sees 
me as, so I am trying to prove my worth._______________________ _____________________
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How does being in the DSPD unit interfere?_______________________________________
Theme N %
Lack of opportunity to practice hobbies 2 40
7. Going to be locked out of room during the day so can’t engage in activities I want, e.g. 
reading, watching films.
9. No peace and quiet and privacy to do artwork.______________________________________
Security measures stop engagement in hobbies 4 80
1. They control what you write out, input by the doctors here tell you what is appropriate to 
write.
7. Very limited as to what I can do on the computer.
9. Not allowed to have the materials due to the level of security. Not allowed paints, paint 
brushes (can have pencils).
14. Security measures stop me from doing tapestry. Won’t let me have my PS2 games._____
How does engaging in treatment help?__________________________________________
Theme N %
Teaches alternative hobbies 1 20
I. Developing pro-social ways to achieve the goal_____________________________________
Provides an opportunity to change 1 20
II. Its proving my ability to change and to understand everything that is going on and then to 
help myself.____________________________________________________________________
How does engaging in treatment interfere?
Theme N %
It is time consuming 2 40
7. Takes up time.
9. Spending time in treatment means less time to spend on art.
Raises difficult issues 1 20
9. Generates emotion that can’t be expressed through art in here (due to restrictions).
* of the amount of people that had concerns in this life area
AREA 12: MY OFFENDING BEHAVIOUR 
9 (56.25% of the sample) people had concerns in this area.
Concerns
Theme N %
Re-offending
1. That I will re-offend
5 55.5
4 .1 don’t want to go back to committing crime. 
11. That I will offend again.
15. My serial offending
16. Worried about offending again.
The impact of offences 3 33.3
2. The impact of my offending upon others, when I tell them about my offending, especially
women.
8. that my offence will affect my future and future relationships 
14. The influence of index offence upon getting a relationship
Effect of offending behaviour upon the perception of other behaviour
6. What others assume of my behaviour -  that it has a criminal element.
1 II.l
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Goals
Theme N %
To not re-offend 6 66.6
1. To not be an offender, to have a clean slate, to start again.
4. Get out, get a job, settle down. Stop committing crime, stop going back to prison.
11. to not offend again
14. To not do it again (not to be in that position)
15. to stop offending
16. Not offend again.
To be accepted 2 22.2
2. Ideal outcome would be that the woman accepts me for the person I am now not the offender
that I was.
8. For a partner to be able to with me and have confidence in me that I won’t do it again.
To get on with life 2 22.2
4. Get on with life
6. To get on with my life without interference.
How does being in the DSPD unit help?
Theme N %
The label of DSPD as useful 1 11.1
1. Having a personality disorder makes it easier for people to accept crimes, I am actually 
mentally ill, not just a criminal, my criminal behaviour happened because of my mental illness.
This helps explain offending behaviour, it doesn’t excuse it.______________________________
Provides therapy 3 33.3
14. Course work. It’s all down to the courses and believing that they’ll work.
4. Attending the programmes and that.
15. Get therapy. Do courses.________________________________________________________
Custodial nature -  removal from offence related situations 2 22.2
15. It is containing me; I can’t offend because I’m locked up.
16. Will be away from a trigger of alcohol.____________________________________________
Provides opportunity to reflect 1 11.1
15. Making me reflect more -  this stops me offending.
Motivates to change 2 22.2
1. They believe they can change me and I just need to take on board what they say.
15. This might be a blessing in disguise. This is a very serious place -  a place for serious 
offenders, I don’t want that on my plate for too long so that motivates me to get out.__________
How does being in the DSPD unit interfere?________________________________________
Theme N %
Prevents patient from living a ‘normal’ life 1 11.1
6. Prevents me from getting on with my life, from having a life, from having a job, all manner
of things.__________________________________________________________________ ______
No contact with women 1 11.1
2. Stops contact with women.________________________________________________________
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How does engaging in treatment help?
Theme N %
Helps to understand their offending behaviour 2 22.2
11. Helping me understand my whole psyche around offending.
15. Reflecting and looking at myself and registering what’s happening. Address my behaviour. 
Teaches coping and problem solving skills 4 44.4
2. It gives me the tools to deal with others reactions.
8. By helping me solve the issues I’ve got about treating people in my life and how I can treat
them better.
14. Hoping that it will change my outlook in every situation. Help me to control myself.
16. Shows you ways of dealing with problems, other ways to behave.______________________
Increases victim empathy 1 11.1
16. Examine the trauma of the victim, become aware of my victim’s trauma._______________
Resolves issues 1 11.1
8. Help me to deal with the issues that I’ve got about my relationships and the way the past has 
turned out.
How does engaging in treatment interfere?
Theme N %
May hinder progress 1 11.1
6. Will hurt me more than benefit me.
* of the amount of people that had concerns in this life area 
AREA 13: ANY OTHER
5 (31.25% of the sample) people had concerns in this area. 
Concerns
Theme N %
Being in the DSPD is negative 3 60
6. They have attacked every part of my life and used my past against me
7. Being here is psychologically damaging.
12.1 don’t want to be in here._____________________________________________________
Concerns about the future 2 40
9. Worried about being able to cope outside of an institution.
10. Concerned about what I am going to do with my life, how much control I will have and 
what is expected of me from the DSPD unit.________________ ______________________
Goals
Theme N %
For clinicians to portray a different story about the patient 1 20
6. For them to stop using my past against me and use the truth instead of their lies and opinions.
To get out of the DSPD unit 2 40
7. To not be here.
12. to get out of here
To receive treatment so can leave 2 40
9. To receive rehabilitation so that I am prepared to move on to the next stage of treatment or
out of the unit.
To lead a comfortable life 2 40
10. To lead a comfortable life with a job, house, partner, and enough money.
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How does being in the DSPD unit help?
Theme N %
Staff contact 2 40
9. Some of the nurses are really enthusiastic and helpful. It is useful being able to sit down and 
talk to a woman after so long in prison only being surrounded by men.
10. There’s more open contact with people that will eventually be responsible for your release. 
No longer a prisoner but a mental health patient so there is a wider team of people to assess and 
help.___________________________________________________________________________
How does being in the DSPD unit interfere?
Theme N %
Unhelpful environment 2 40
7. Milieu therapy is unuseful (sic).
Not a happy environment, very coercive.
12. Nothing here helps. I hate this place. I’m stuck.___________________________________
Lack of trust 1 20
9. No trust here. Staff are too paranoid and mistrustful, makes having a proper conversation
very difficult.____________________________________________________________________
Lack of rehabilitation 1 20
9. Problems are not addressed in terms of relationships etc. -  Building up relationships and ties 
with the community. Provides the theory behind moving on and rehabilitation but not the
essential practical part._____________________________________________________________
Unhelpful reports 1 20
6. They won’t change what they’ve written. They perpetuate it._____________________
How does engaging in treatment help?
Theme N %
Teaches coping skills 1 20
9. Basic coping strategies.
Enables patient to get help from staff 1 20
10. The more successful you are in treatment, the more likely you are to get what you want
because the more people feel they can trust you, the more people feel they can listen to you;
and, of course, the more willing people are to help you.
How does engaging in treatment interfere?
Theme N %
Lack of appropriate treatment 2 40
7. How can they say that will give me appropriate treatment when they don’t even know what 
appropriate treatment is?
9. They’ve not come across the adversities I’ve experiences. It shouldn’t interfere but it does 
because it obscures the rehabilitation side of it, all the emphasis is on behaviour -  too offence 
focused. No individual psychological therapy received. No one has asked me about what I feel
my problems are._________________________________________________________________
By decreasing chances of being released. 1 20
10. It is possible if you do badly [within treatment] it could end any chance in being released.
* of the amount of people that had concerns in this life area
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O n b eh a lf of th e  E th ics C om m ittee , I am  p le a se d  to  confirm  a  fav o u rab le  e th ica l opinion for 
th e  a b o v e  re se a rc h  on  th e  b a s is  d e sc rib e d  in th e  sub m itted  pro tocol a n d  supporting  
docum en ta tion .
D ate  of confirm ation of e th ica l opinion: 5 F eb ru a ry  2008 .
T h e  list of d o c u m e n ts  rev iew ed  a n d  ap p ro v ed  by th e  C om m ittee  u n d e r its F a s t T rack  
p ro ced u re  is a s  follows:-
D o c u m e n t D ate
S um m ary  of th e  P ro jec t 5 F eb  08
Risk A s s e s s m e n t 5 F eb  08
D etailed P ro jec t P ro tocol 5 F eb  08
Inform ation S h e e t 5 F eb  08
C o n sen t Form 5 F eb  08
P e rso n a l C o n c e rn s  Inventory 5 F eb  08
Protocol S u b m issio n  P ro form a: In su ran ce 5 F eb  08
NHS Ealing & W e s t London M ental H ealth T ru st R e se a rc h  E th ics C o m m ittee ’s  letter 
confirm ing fav o u rab le  opinion
5 F eb  08
NHS N ational P a tien t S a fe ty  A gen cy  -  S tan d a rd  conditions o f approva l by R e se a rc h  
E th ics C om m ittee
5 F eb  08
NHS R EC  A pplication incl check list 5 F eb  08
R e se a rc h  & D ev e lo p m en t p ro jec t approval 5 F eb  08
This opinion is g iven on th e  u n d ers tan d in g  th a t you will com ply with th e  U niversity 's Ethical 
G uidelines for T each in g  an d  R e sea rc h .
T h e  C om m ittee  sh o u ld  b e  notified o f a n y  a m e n d m e n ts  to  th e  protocol, a n y  a d v e rs e  reac tio n s  
su ffered  by re s e a rc h  partic ipan ts, an d  if th e  s tu d y  is te rm in a ted  ea rlie r th a n  e x p e c te d  with 
re a so n s .
You a re  a s k e d  to  n o te  th a t a  fu rther su b m iss io n  to  th e  E th ics C o m m ittee  will b e  requ ired  in 
th e  e v e n t th a t th e  s tu d y  is n o t co m p le ted  within five y e a rs  o f th e  a b o v e  d a te .
P le a s e  inform m e  w h en  th e  re se a rc h  h a s  b e en  com ple ted .
Y ours sincere ly
A im ee C ox (M iss)
S ecre ta ry , U niversity E th ics C om m ittee  
R egistry
cc: P ro fe sso r T D eso m b re , C hairm an , E th ics C om m ittee
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21 January 2008 
Ref no: BUTKW7001 
Dear Ms Butcher
Re: An exploration of the motivational structures of patients detained in a Dangerous 
and Severe Personality Disorder unit
I a m  p l e a s e d  to  c o n firm  th a t  t h e  a b o v e  p ro je c t  h a s  r e c e iv e d  T r u s t  R & D  a p p ro v a l ,  a n d  
y o u  m a y  n o w  c o m m e n c e  y o u r  r e s e a r c h .
M ay  I t a k e  t h e  o p p o r tu n i ty  to  re m in d  y o u  th a t  d u r in g  th e  c o u r s e  o f  y o u r  r e s e a r c h  y o u  
will b e  e x p e c t e d  to  e n s u r e  t h e  fo llow in g :
■ Patient contact: only trained or supervised researchers who hold a Trust/NHS
contract (honorary or full) are allowed contact with Trust patients. If you do not hold
a contract please contact the R&D Office as soon as possible.
■ Informed consent: original signed consent forms must be kept on file. A copy of the
consent form must also be placed in the patient’s notes. Research projects are subject 
to random audit by a member of the R&D Office who will ask to see all original 
signed consent forms.
■ Data protection: measures must be taken to ensure that patient data is kept 
confidential in accordance with the Data Protection Act.
■ Health & safety: all local health & safety regulations where the research is being 
conducted must be adhered to.
■ Adverse events: adverse events or suspected misconduct should be reported to the 
R&D Office and the Ethics Committee.
■ Project update: you will be sent a project update form at regular intervals. Please 
complete the form and return it to the R&D Office.
■ Publications: it is essential that you inform the R&D Office about any publications 
which result from your research.
W e  w o u ld  like  to  w ish  y o u  e v e r y  s u c c e s s  w ith  y o u r  p ro je c t .
Regards
Maria Tsappis
Research Governance Co-ordinator
R EARCH
EVELOPM ENT
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National Research Ethics Service
Ealing & West London Mental Health Trust Research Ethics Committee
Room 4W/12,4th Floor West 
Charing Cross Hospital 
Fulham Palace Road 
London 
W68RF
Telephone: 020 8846 7255 
Facsimile: 020 8846 7280
04 December 2007
Ms Kirsty Butcher 
Trainee Clinical Psychologist 
University of Surrey
Department of Psychology, University of Surrey
Guildford, Surrey
GU27XH
Dear Ms Butcher
Full title  o f  s tu d y : A n e x p lo r a tio n  o f  th e  m o tiv a tio n a l s tr u c tu r e s  o f  p a tie n ts
d e ta in e d  in a  D a n g e r o u s  a n d  S e v e r e  P er so n a lity  D iso rd er  
u n it
R E C r e f e r e ^ e  n um ber: 0 7 /H 0710 /67
Thank you for youFletter of 22 November, responding to the Committee’s request for further 
information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair.
C on firm ation  o f  e th ic a l o p in io n
On behalf of the Committee,! am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
E thica l r ev ie w  o f  r e se a r c h  s i t e s
The Committee has designated this study as exempt from site-specific assessment (SSA. 
There is no requirement for [other] Local Research Ethics Committees to be informed or for 
site-specific assessment to be carried out at each site.
C o n d it io n s  o f  a p p ro v al
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
A p p ro v e d  d o c u m e n ts
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Application 2 25 September 2007
Application 25 September 2007
This Research Ethics Committee is an advisory committee to  London Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
14*
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07/H0710/67
Investigator CV Butcher
Protocol 1 25 September 2007
Covering Letter 20 September 2007
Covering Letter 13 November 2007
Letter from Sponsor University of 
Surrey
24 September 2007
Peer Review 11 January 2007
Compensation Arrangements Zurich
Municipal
03 August 2006
Questionnaire: Personal Concerns Inventory
Participant Information Sheet 1 25 September 2007
Participant Consent Form 1
Participant Consent Form 2 13 November 2007
Response to Request for Further Information
Supervisor CV Warren 21 September 2007
R&D approval
All researchers and research collaborators who will be participating in the research at NHS 
sites should apply for R&D approval from the relevant care organisation, if they have not yet 
done so. R&D approval is required, whether or not the study is exempt from SSA. You 
should advise researchers and local collaborators accordingly.
Guidance on applying for R&D approval is available from 
http://www.rdfonjm.nhs.uk/rdform.htm.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
A fter  e th ic a l rev ie w
Now that you have completed the application process please visit the National Research 
Ethics Website > After Review
Here you will find links to the following
a) Providing feedback. You are invited to give your view of the service that you have 
received from the National Research Ethics Service on the application procedure. If 
you wish to make your views known please use the feedback form available on the 
website.
b) Progress Reports. Please refer to the attached Standard conditions of approval by 
Research Ethics Committees.
c) Safety Reports. Please refer to the attached Standard conditions of approval by 
Research Ethics Committees.
d) Amendments. Please refer to the attached Standard conditions of approval by 
Research Ethics Committees.
e) End of Study/Project. Please refer to the attached Standard conditions of approval 
by Research Ethics Committees.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referenceqroup@nationalres.ora.uk.
An advisory committee to  London Strategic Health Authority
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07/H 0710 /6 7  P le a s e  q u o te  th is  n u m b e r  o n  a ll c o r r e s p o n d e n c e
With the Committee’s best wishes for the success of this project.
Yours sincerely
/  p> C olin  S ta n d fie ld  
« ' C hair
Email: Alene.Pointon@imperial.nhs.uk
Enclosures: Standard approval conditions SL-AC2
Copy to: Dr Fiona Warren
Dept of Psychology 
University of Surrey 
AD Building 
Guildford 
Surrey GU27XH
R&D Office 
WLMHT
An advisory committee to  London Strategic Health Authority
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